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CHAPTER I
INTRODUCTION TO THE STUDY
I.

INTRODUCTION

Hospital emergency departments have been likened to the shop
window of the hospital world, to the weakest link in the hospital chain
and to the stepchild of the hospital family.

To this department come

distraught people, under many stressful situations, who expect to
receive prompt medical care.

Good service, in the emergency unit, is

dependent on the efficiency of the personnel, the availability of facil
ities and adherence to hospital policies.
The prime purpose of the emergency service is that of providing
medical care to the community.

The hospital has become the symbol of

help any hour day or night, in any type of medical problem.

An inci

dental purpose is that of serving as teaching potential for hospital
personnel.

Lee suggested that some basic stock-taking of emergency units

needs to be done by hospitals to determine if prompt service is being
given and if community needs are being met.*"
To most persons, any illness is an emergency, particularly when
the patient is unable to locate his own physician.

2

It may be a matter

of their doctor being temporarily unavailable or actually being out-oftown.

It may be that the patient needing treatment is a transient or

*"Sidney S. Lee, J. A. Solon, and C. G. Ships, "How New Patterns
of Medical Care Affect the Emergency Unit," Modern Hospital, 94:97,
May, 1960.
^Vernon C. Abbott, "Attending Doctors Staff Emergency Room"
Modern Hospital, 98:97, June, 1962.

1

2

without a physician.

Whatever the situation, the public considers it

the obligation of the community hospital to provide medical care in
3
emergencies.
In the emergency room, careful screening is necessary to decide
which patients are to receive priority care.

The time element in emer

gency treatment is a major psychological factor to patients and their
relatives, because at the time of accident, or an acute illness, minutes
4
may seem like hours to them.
Increasing and changing use of the hospital emergency service over
recent years necessitates that care be given promptly.

The public has

formed a concept that the hospital emergency room is the place to get
medical care in a hurry.

Hospital administration, the medical staff,

and nursing service need to maintain standards of competent patient care
and assume the responsibility for the provision of emergency care with
relative promptness.

In the operation of the service the needs of the

patient should come before all other considerations.
II.

£

THE PROBLEM

Statement of the Problem
The problem of this study was to find out the time lapse between
admission and discharge of patients entering the emergency room of a

3
James H, Cross, "Hospital Emergency Rooms," Trustee, 9:28, June,
1956; John R. Horty, "When a Hospital Starts Emergency Care it Must
Provide Best Service it Can," Modern Hospital. 96:116, April, 1961.
^Veronica F. Miller, "Community Service - Philosophy of a Hospital
Emergency Room," Hospitals, 26:86, November, 1962.
^James H. Spencer, "Patients Deserve Good Emergency Service,"
Modern Hospital, 92:115, May, 1959,
Ernest C. Shortliffe, "Emergency Rooms: Weakest Link in Hospital
Care," Hospitals, 34:34, February 1, 1960.
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selected hospital on the 7-3 and 3-11 shifts and to determine the portion
of the total time spent in prescribed, selected areas.

Observations were

made on fifty patients.
Purpose of the Study
The immediate purpose of this study was to determine areas where
the major portion of the total time was spent by patients entering the
emergency room of the selected hospital and to analyze the reasons for
the amount of time required to complete patient care.
The long-range purpose of this study was to improve emergency
service to the community and to assist in maintaining good public rela
tions for the hospital in this area.
Need for the Study
"The most significant characteristic of an emergency service is
•j

that medical care is provided with speed when needed."'

If hospital

emergency rooms are to be of service to the community they should be
organized and staffed in a manner which will provide care at the time it
is most needed.

One of the accepted standards approved by the American

College of Surgeons in February of 1963 recommends that patients be seen
O
by a physician within 15 minutes of admission to the emergency unit.
Since this standard has stipulated the time period within which care
should be initiated in emergency units it seemed desirable to investigate
the current practice and find out how much time elapsed between admission
and discharge of patients in the selected emergency room and to identify
areas of care where most of the time was spent.

^Horty, loc. cit.
3
"Standards for Emergency Department in Hospitals," Bulletin of
the American College of Surgeons, 48:112, May-June, 1963.

4
Hypothesis
In this study it was theorized that there was unnecessary delay in
the rendering of patient care in the selected emergency room.
Assumptions
For the purpose of this study it was assumed that the fifty cases
observed were typical of the total patients cared for in this emergency
room.

The periods of observation were typical of the over-all operation
4

of the department.

The personnel on duty in the selected unit and the

supporting services were not aware of the purpose of this survey.

The

departmental routine was proceeding at the usual pace during time of
observation.
Limitations
The study was limited to observation of fifty patients, in order
of their admission, on the 7-3 and 3-11 shifts in the selected hospital
emergency room.

There were no observations made on the 11-7 shift due

to low patronage during the night hours.

Not included in the survey

were the patients who came for an injection only.
III.
An emergency.

DEFINITION OF TERMS

"An acute illness or exacerbation of a chronic ill

ness which is dramatic in its onset and severe in symptoms or any trauma
to the body which is severe enough to require immediate surgical atten
tion.

, Kent L. Brown, Kenneth J. Shools, and Charles R. Clarke, "The
Changing Emergency Ward," American Journal of Surgery, 101:341, March,
1961.

5
Emergency cases.

Any person who comes to the emergency department

for initial medical care.
Emergency service.

The provision of prompt medical care with

adequate facilities and staff to meet the community needs.
Group I.

This group included those patients whose condition

required immediate emergency care due to hemorrhage, cardiac distress,
injury, shock or mental disturbance.
Group II.

This group included those patients not acutely ill who

needed emergency care but were in less distress than Group I such as
infections, fractures and sprains.
Group III.

This group included those patients whose illness was of

a chronic nature which had existed over a period of days.
Screening.

The decision made by the emergency room personnel as

to the immediacy for medical care.
Priority care.

That care rendered to a patient because his con

dition calls for prompter action than that of previous admissions.
Supporting services.

Other departments upon which emergency

service is dependent for the provision of competent emergency care.
Waiting time.

That time during which the patient was not receiv

ing care from emergency room personnel or by technicians from supporting
services.

Time waiting for reports from supporting services was not con

sidered waiting time.

6
IV.

METHODOLOGY

The method used in this study was the descriptive survey.
review of literature was done to give background information.

A

Permission

to conduct the survey in the selected hospital was obtained by an inter
view with nursing service administration and by a letter to the chief of
staff.
The data gathering tool constructed for this study was an observa
tion guide sheet.

A pilot study was conducted on five patients to test

the use of the guide sheet and necessary changes were made.

A time study

was made on fifty patients in the selected emergency unit from the time of
admission to the discharge of the patient.
V.

SUMMARY

This chapter presents the introduction, a statement of the problem,
the purpose and need fo the study, the hypothesis, assumptions and limi
tations, the definition of terms and the methodology used to accomplish
the survey.
VI.

ORGANIZATION OF THE REMAINDER OF THE THESIS

Chapter two presents findings on the time element of emergency
services gleaned from a review of literature.

Chapter three deals with

the method of investigation and the collection and tabulation of data.
In Chapter four the data are analyzed and interpreted.

The summary of

the survey, conclusions and recommendations are found in Chapter five.

CHAPTER II
REVIEW OP LITERATURE
The speed with which treatment is rendered in the emergency
department of the community hospital may well be a factor toward saving
the patient's life,

Horty said, "The most significant characteristic of

an emergency service is that medical care is provided with speed when
needed.

Delay defeats the purpose of emergency care."1

Sister Elise

stated, "It is a truism that the first concern of a hospital in its
operation of an emergency unit should be the immediate rendering of
o
surgical or medical care to the patient."
Literature was reviewed in medical, nursing, hospital and lay
publications to acquaint the observer with current concepts and trends
regarding emergency services.

Effort was made to find literature which

pertained to the element of time in providing services to emergency
patients.

Established standards were also reviewed to be used as a

measure of the effectiveness of care given in the selected hospital.
Literature was also reviewed to see if studies had been done to
determine which segments of emergency care tended to slow down service.
Reports of previous studies done in emergency units were reviewed to
assist in setting up an observation guide to be used in gathering data
for this study.

"'"John F. Horty, "When A Hospital Starts Emergency Care It Must
Provide Best Service It Can," Modern Hospital, 96:116, April, 1961.
2
Sister Elise, "Charity and Charges: Emergency Service," Hospital
Progress. 37:55, August, 1956.

7

8
I.

HISTORY OF EMERGENCY SERVICE CARE

Evolvement of emergency services, as a separate department of the
hospital, has been a gradual process.

Prior to World War II care of

emergencies was usually given in the patients home or in the doctors
office.

Today the care of emergencies has largely been shifted to the

hospital.

This shift has been dictated by the public in an effort to

3

obtain prompt medical care.

Modern hospitals have been challenged by the increasing need for
immediate medical care as an essential part of our communities, and are
endeavoring to offer the type of emergency services that will meet com4
munity needs.
The hospital emergency department has become an important
service in the complete medical care of patients regardless of the type
of care needed."*
Changing Concepts Regarding Emergency Service Use
Emergency departments are being used more frequently by the public
due to the changing concepts of emergency care.

Concepts of the use of

emergency services over the past few years have been influenced by the
inability of the public to reach a physician at time of need; by an
increase in the number of automotive and industrial accidents; by the
physician using the service for procedures previously done in his office;
by insurance coverage for hospital emergency out-patient care; by the
q

Ernest E. Shortliffe, T. S. Hamilton and E. H. Noroian, "The
Emergency Room and the Changing Pattern of Medical Care," New England
Journal of Medicine. 258:25, January 2, 1958.
4
Kent L. Brown, Kenneth J. Shoos and Charles F. Clarke, "The Chang
ing Emergency Ward," American Journal of Surgery, 101:336, 342, March, 1961.
"*J. T. Howell, R. C. Buerki, "Emergency Unit in the Modern Hospital,"
Hospitals. 31:37, March 16, 1957; Harriett S. Bell, "Nursing Service in
the Emergency Room." Nursing Outlook. 10:390, June, 1962.
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increased population growth; and by a feeling on the part of patients
that they can economize through by-passing the private physician.6
In 1956, Shortliffe conducted a survey of emergency services,
including the fifteen year period from 1940 to 1955.

Sixty-three hos

pitals in the Middle West and on the Atlantic Seaboard participated.

The

changing concepts of emergency room use were revealed in the results
obtained.

Of the patients seen in the emergency departments of the 63

hospitals surveyed, inability to reach a physician accounted for 46.1 per
cent.

A greater increase in the number of accidents was attributed to

18 per cent.

Increase in physician use of emergency facilities covered

13 per cent.

Third-party payment for emergency room care was assigned

to 10.9 per cent.

Population growth particularly in the pediatric and

geriatric age levels, was traced to 10 per cent.

The patient*s desire to

economize through by-passing the doctors office was only due to 2.6 per
cent.^
Holdren gave the following reasons why patients use the hospital
emergency services:
1. There are so few family doctors available for home calls.
2. The family must wait for father to come home in the evening
for transportation.
3. There are some who don*t wish to wait in out-patient clinics.
5. Most drug stores close at 8 P.M. or before. There may not
even be one within miles.
6. They wish a rapid cure so as not to miss work the next day.
7. They may only need encouragement to follow care already
outlined.
8. They come with treatment all outlined and want a doctors
approval and prescriptions.

c

Don R. Miller, "The Hospital Emergency Service," Journal of the
Kansas Medical Society. 63:85, March, 1962.
^Shortliffe, o£. cit. » pp. 23-24; Jonas N. Muller, "What Is An
Emergency Room?" Medical World News. 4:74, August 2, 1963.
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9. The symptoms of acute illness become more severe and cause
worry.
10. Sometimes they come because they are sick, sometimes because
they are injured and sometimes because they just want to talk.®
Inability to reach a physician.

Patients frequently are unable to

immediately reach their private physician at the time of accident or acute
illness.

Others don't even wait to contact their doctor but go directly

to the nearest hospital.
are away from home.

Others sustain accidents or become ill when they

Others are not established with a private doctor or

do not know what to do at the time of need.

In these situations patients

9
turn to the community hospital for help.
Increase in Accidents.

The United States Public Health Service

lists accidents as the fourth cause of death.

Accidents are the leading

cause of death among all persons from one to thirty-six years of age.
Hales from fifteen to forty years of age are the victims of accidental
injuries causing more deaths than from any other cause.®
Use of emergency services have been brought to the fore through
several means.

Public services render first aid and take patients

directly to hospitals.

Industrial plants make contracts with hospitals

for care of their accident cases.

Doctors offices by and large prefer

blood and grease soaked patients be sent to the hospital.

®June Holdren, "The Emergency Room," American Journal of Nursing.
59:1108-09, August, 1959.
9
M. McNulty, Jr., "Standby Service Builds Community Confidence,"
Hospitals, 30:35, June 16, 1956.
*^Elise, op. cit., p. 55; John R. McGiboney, "Is Your Emergency
Room Ready?" Medical Annals of the District of Columbia, 32:23, January,
1963; Ernest C. Shortliffe, "Emergency Rooms: Weakest Link in Hospital
Care," Hospitals, 34:32, February 1, 1960.
**Brown, op. cit., pp. 338, 339.

11

Increase in physician use of facilities. The use of hospital
emergency facilities is an area where there is disagreement by authors
in literature.

When private physicians are going to be unavailable they

have referred their patients to the hospital for care rather than to
other physicians.

12

This makes it necessary for a broad declaration of

policy by the hospital to prevent misunderstandings with private physi
cians when their patients seek care in the emergency room,^
There are limits beyond which the hospital cannot go in providing
medical care.

Most illnesses can be better and more economically treated

in the doctor's office or in the out-patient clinic.

Hospitals must try

to protect the doctor-patient relationship which has become the backbone
of American medicine.^
The patient seeking care in the hospital emergency room is free
to choose whom he wants to render medical care to him.

If he does not

15
wish to wait for his private physician, treatment may proceed.

There

is also a felt need for reeducating the public in the values of using the
family doctor thus lessening the load on emergency departments and speed16

ing up care for real emergencies.

Use of emergency facilities as a convenience to the private physi
cian is a matter that needs to be guarded by hospital administration.

12

Charles E. Berry, "Grave Responsibilities of Emergency Service
Must Not Be Overlooked," Hospital Progress, 35:75, July, 1954.
13
Shortliffe, "The Emergency Room," op. cit., p. 24.
14
Brown, op. cit., p. 341.
15
Vernon C. Abbott, "Attending Doctors Staff Emergency Room,"
Modern Hospital, 98:78, June, 1962; Shortliffe, "Weakest Link," o£. cit.,
p. 34.
16

James H. Spencer, "Patients Deserve Good Emergency Service,"
Modern Hospital, 92:115-116, May, 1959.

12

This use may be a factor in slowing down emergency care.

It has been

thought that doctors see patients in the emergency room to eliminate
travel time.

Bell insists, doctors encourage patients to come to the

emergency room due to ineffectiveness of house calls.

The physician on

a home call lacks equipment and facilities needed for diagnosis and treat"
ment of the patient.^
Insurance coverage for emergency care.

The inclusion of out

patient emergency care by insurance coverage is another factor which has
influenced the changing concept of the use of the department.

In a study

done in a Michigan hospital, it was found that 55 per cent of their emer
gency room patients had coverage for out-patient care."^
In another study it was found that 99 per cent of Blue Cross par
ticipants had some coverage for emergency room services.

Sixty per cent

of the subscribers had the same benefits for out-patient care of accidental
injuries as for hospitalization. Forty per cent of the other Blue Cross
contract holders had limited out-patient assistance.

An examination of

seventy-six other representative insurance policies revealed they had
coverage for emergency accident care.^
Increase in population.

The survey done by Shortliffe, over a

fifteen year period, gave evidence that patronage of emergency services
was increasing faster than the population growth.

Fifty-eight per cent

of the hospitals reported an increase in local population and 3.6 per
cent reported a decrease.

17
Bell, loc. cit.

Thirty-eight and one-half per cent indicated

1 ft
Abbott, loc. cit.

19
Report of the Commission on the Study of Financing Hospital
Care, cited by Elise, 0£. cit., p. 68.

13
that the local population had remained the same.

In spite of local

population figures emergency room use had increased 400 per cent from
20
1940 to 1955.
Feeling that emergency services are economical.

The feeling that

the use of emergency services is more economical than going to the doctors
office is another area of disagreement.

Two authors felt that patients

do come to the hospital emergency room to by-pass the private physicians
fee.

Another author found no convincing evidence to support that theory.

Another author felt that patients were willing to pay extra for faster
service in the emergency room.

At time of a real emergency the cost of

the care is not usually of uppermost concern in the mind of the patient

21

or the relatives.

Increase In Use of Emergency Services
The factors influencing the increased use of emergency services
parallel the factors influencing the changing concepts regarding emergency
room use which have already been discussed.

There are also other influenc

ing factors such as bed shortage in hospitals; fewer general practitioners
for family care; more chronic diseases due to longer age span; the public
having taken a cue from physicians use of the emergency room; the hospital
using the department facilities for pre-employment examinations; and the

^Shortliffe, o£. cit., p. 25. "The Emergency Room"
21
James H. Spencer, "Is Your Emergency Ward an Asset or a Liability
to Your Hospital?" Bulletin American College of Surgeons. 44:141, May-June
1959; Miller, oj>. cit.. p. 85; Shortliffe, "The Emergency Room" op. cit.,
p. 24; Holdren, loc. cit.; Shortliffe, loc. cit.

14
fact that improved facilities attract more patients,^
Any and all of the above mentioned factors can slow down emergency
care.

The staff must be alert to recognize the patient in need of imme

diate care.
The increased use and rising costs of hospital emergency services
prompted studies to be done to determine the reasons for such.

Skudder

surveyed 330 hospitals throughout the United States from 1945 through
1958 and reported that emergency services have become increasingly more
important to public use.

The study showed a 400 per cent increase in

the use of emergency rooms since the close of World War II.
It seems that World War II was the turning point for the establish
ment of hospital emergency departments.

The American College of Surgeons

surveys found the boom in emergency room use to have steadily increased
since that time.^
>

McGiboney in summation of Skudders survey said, it was found that
emergency units were no longer just "accident clinics," but double as an
out-patient department, and substitute for the office of the private
25
physician.

22
The Emergency Department in the Hospital: A Guide to Organization
and Management. Chicago: American Hospital Association, 1962, p. 23; John
F. Kennedy, "Guidelines For An Effective Emergency Room," Hospitals. 31:
101, June 16, 1963; Sidney S. Lee, J. A. Solon, and C. G. Ships, "How New
Patterns of Medical Care Affect the Emergency Unit," Modern Hospital, 94;
97, May, 1960; Muller, loc. cit.; Shortliffe, "The Emergency Room,"
2R*
» PP* 21-22; Spencer, "Patients Deserve," op. cit.. p. 115.
23
Paul A. Skudder, James R, McCarroll, and Preston A. Wade,
"Hospital Emergency Facilities and Services, A Survey," Bulletin American
College of Surgeons. 46:44, March-April, 1961.
0/

Kennedy, "Guidelines," op. cit., p. 104;
gency Room," op. cit., p. 25.
25
McGiboney, loc. cit.

Shortliffe, "The Emer

The increased use of emergency rooms has been the result of an
attempt at providing community service:
In recent years there has been a remarkable increase in the use
and services provided by emergency wards. This is the result of
a genuine desire for physicians, hospital trustees, and administra
tors to serve the lay public. It is also due to education of the
lay public in the services obtainable in the emergency ward, re
vision of the scope of services provided in the private physicians
office, and a desire of third-party payers to obtain prompt and
standardized treatment of the injured.*6
Due to the increased use of emergency services, it has been recom
mended that a community campaign of informing the public of the proper
use and limitations of emergency service is very essential.

Such a

campaign would assist patients and their relatives in knowing when to
27
use the services wisely.

Brochures, explanatory of available emerg

ency care should be disseminated so that patients and their families can
be informed as to the services available in a specific hospital.28
As a result of present-day interest in sports, cars and do-ityourself activities the need for adequate emergency care has greatly
increased.

This need for more emergency facilities and prompt service

will continue to increase as more leisure time becomes available through
oq
shorter work weeks. 7

26

Brown, op. cit., p. 342.

27
H. E. Cook, "Problems of Staffing the Service," Hospital Progress.
32:36-37, February, 1951.
'
28
Kennedy, "Guidelines," op. cit., p. 112.
29
J. H. Irwin, "Role of the Medical Staff in Emergency Service
Mass Casualty Handling," Hospitals, 31:54, July 1, 1957.

Types of Service Rendered
Community needs require immediate emergency care for all types of
clinical problems, medical, surgical, pediatric, obstetrical, and psychi
atric clinical services should be provided for in the emergency depart30
ment.
Shortliffe's study showed how the accident unit evolved into an
emergency ward.

From this study it was reported that 22 per cent of the

patients seen were medical cases, 45 per cent were surgical cases, 21 per
31
cent were orthopedic cases and 12 per cent were other types of cases.
Skudder reported from his breakdown of 29,300 cases in 197 hos
pitals, during one week, that 27 per cent of the cases seen were medical,
27 per cent were general surgical, 14 per cent were pediatric, 14 per cent
were orthopedic and 18 per cent were other types of cases.3^
Patients come to the hospital emergency unit for all types of con
ditions, ranging from the most urgent to the purely elective.33

Whether

it is an accidental injury or a medical emergency, the public is increas
ingly making use of the emergency facilities.

Patients seek care for

colds, for headaches, for fevers, for pain and for fright.

They also come

for traumatic accidents such as a child having swallowed a foreign body,
or an adult having taken an overdose of medicine.

A pregnant woman over

come by labor on a shopping tour may be rushed to the nearest emergency
34
room.

30
Paul A. Skudder, "An Experiment in Evaluating the Management of
Trauma," Bulletin American College of Surgeons. 46:48, March-April, 1961.
31
Shortliffe, "The Emergency Room," op. cit.. p. 21.
32
Skudder, "Hospital Emergency Facilities," op. cit.. p. 50.
3^Lee,

loc. cit.

34
Kennedy, "Guidelines," op. cit., p. 101; C. A. Lindquist, "Hos
pital Facilities Required for Emergency Care," Bulletin American College
of Surgeons. 38:378, November-December, 1953.
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IX.

PURPOSE OF THE EMERGENCY ROOM

In literature, the principle purpose of the hospital emergency
service was found to be the rendering of competent medical care to the
community.

This care, to meet public demand, needs to be given promptly

by qualified personnel with adequate facilities at hand.

An incidental

purpose of hospital emergency service was found to be that of teaching
potential for hospital personnel.
Service
From literature reviewed, it was found that emergency room care
included appraisal of the patient's condition; initial treatment as
needed; notification of the patients1 private physician; longer observa
tion if diagnosis cannot be immediately established; medical advice as to
how the situation should be handled; screening as to patients1 ability to
handle the expense involved; and referral to the proper source for further
care.^"*
Kennedy agreed by stating that the emergency department "is to
give adequate appraisal and initial treatment or advice to any person who
considers himself acutely ill or injured and presents himself at the emer36
gency room door."

Another author pointed out that many patients come

to the community hospital because they do not know where else to go.

In

this situation they need advice and referral to the proper source for
medical care.-*?

Miller, loc. cit.; J. P. Peters, "Essentials of Hospital Emer
gency Services," Hospitals. 31:45-46; Bulletin American College of
Surgeons. 48:112, May-June 1963; Kent L. Brown, op. cit.. p. 340; Stanley
Ferber, "Practice Limited to the Emergency Room," Medical Economics, 40:
85, July 15, 1963.
^Kennedy,

37

"Guidelines," op. cit.. p. 104.

Muller, op. cit., p. 74.

18
In 1956, Cross expressed the opinion that the hospital emergency
room should be utilized primarily for traumatic or medical emergencies.
The so called pseudo-emergency cases pose one of the most difficult prob
lems for emergency services.

It is a well known fact that many hospitals

are called upon to go beyond the treatment of traumatic and medical emer
gencies which makes for controversy as to which types of cases should or
38
should not be treated in the emergency room.
In August 1963, this opinion was still upheld, in an editorial in
the Rocky Mountain Medical Journal.

The increasing abuse of hospital

emergency services, both by physicians and patients, was discussed.

The

public were making use of the facilities because there was usually less
delay in obtaining service than there was in the doctor's office.

Physi

cians were unwittingly furthering the abuse through their encouragement
of the use of emergency rooms for problems which should have been cared
39
for otherwise.
The attitude on the part of hospitals regarding the function of the
emergency department may cause problems in regard to the degree of prompt
ness with which services can be rendered.

Due to differences of opinion

regarding the function of emergency services, hospitals need to formulate
an acceptable definition of their responsibility and stipulate the function
of the emergency ward.

Skudder reported that only one-third of the hos

pitals studied in the survey of 330 hospitals in the United States had a

1956.

James H. Cross, "Hospital Emergency Room," Trustee, 9:26. June

Editorial, "Abuse of Emergency Service," Rocky Mountain Medical
Journal, 60:21, August, 1963.
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policy manual to guide personnel in spelling out the function of the
emergency unit.4*"*
The functions of the emergency department as listed by Ferdinand
are: 1) to relieve hospitals of unnecessary admissions; 2) to expedite
diagnosis; 3) to treat and discharge patients needing no more than 24
hours of service; 4) to observe those cases where diagnosis and treatment
41
may be temporarily questionable.
When the problem arises as to whether or not to treat the patient
in the emergency unit it is the physicians1 responsibility to make the
decision.

Turning away of patients needs to be diplomatically handled

to convince the patient that the type of care he is seeking could be
better handled by another medical facility than it can be by the emergency

.

42

service.

Peters lists the pattern of care for emergency units to be one of, or
a combination of, the following: 1) a simple dispensary for uncomplicated
cases; 2) a complex self-contained unit with its decentralized diagnostic,
operating, and treatment facilities; 3) a screening unit; 4) an observa
tion ward; 5) an admitting service; and 6) a clearing station.4^
Skudder did a study to determine the quality of emergency care
received by victims of trauma in the United States.

Questionnaires were

sent to 330 hospitals, of which 286 answered, revealing a change in the
function of the emergency room.

Two-thirds of the cases being treated in

emergency rooms were for conditions other than accidental injuries.

4^Skudder,
4*

"Hospital Emergency Facilities," o£. cit., p. 48.

,

Sister M. Ferdinand, "Emergency Diagnostic Unit at Mercy in
Pittsburgh," Hospital Progress. 37:72, March, 1956.
42
Kent L. Brown, oj>. cit., p. 338.
4^Peters,

0£. cit.„ p. 45.
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Forty-two per cent of the calls were for non-emergent care.

Despite these

figures three-fourths of the hospitals felt facilities should be restricted
to true emergencies.44
Lee»

££ al. reported the results of a study done at Beth Israel

Hospital in Boston.

This study was concerned with patient and physician

use of the emergency services and disclosed the following: 1) trauma
accounted for only one-third of the cases seen in emergency rooms; 2) a
wide variety of medical conditions were treated, ranging from the most
urgent to those purely elective; 3) one-fourth of the patients had made
recent use of the out-patient department; 4) one-fourth of the patients
were attended by their private physicians; 5) in their use of emergency
rooms, private physicians were treating a considerable proportion of nonemergent conditions.^
Teaching Potential
The incidental function of the emergency ward serving as teaching
potential is especially important in the hospital connected with profes
sional schools.

In the emergency department dramatic circumstances unfold

before the eyes of students and staff alike.^

The unit serves as a

nucleus around which medical and surgical care on a community wide basis
can be organized for the teaching of residents, interns, medical students,
nursing students, and ancillary personnel.^

^Skudder, "Hospital Emergency Facilities," oj>. cit.. p. 50.
45
Lee, loc. cit.
46
J. D. Stewart, H. W. Hale, and P. A. Kennedy, "The Emergency
Service Department in Teaching Hospitals," Annals of Surgery. 151:841,
June, 1960.
47
Robert F. Kandel, "Management of the Hospital Emergency Unit,"
Nursing Outlook. 10:391, June, 1962.
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Residents.

Clinical experience in the emergency unit can be one

of the most valuable teaching opportunities for the doctor in training.
Both medical and surgical residents can learn principles of patient care
in the emergency service, particularly if they maintain close liaison
48
with an experienced staff man.
Interns.

The emergency service provides excellent clinical exper-

49
ience for the training of interns.

It was said, that the intern should

be responsible for working up the patient and ordering diagnostic tests,
as needed.

Then, he may treat and discharge the patient or hold him for

observation or call for consultation.

This makes an excellent training

ground for the young doctor, because there are many diagnostic problems
seen; office practice and making of home calls is simulated; he is respon
sible for the care of the patient; and there is consultation available.®
Externs.

Medical students assigned to the emergency service work

with the intern under the supervision of the house doctors and staff.
Nursing students.

The American Hospital Association recommends

the rotation of students of nursing through the emergency unit as an
52
integral part of their nursing education.

It was suggested that the

teaching program for nursing students include four weeks of experience
during the last year in nursing, that they be assigned to evening and

Howell, oj>. cit., p. 39.
49
Shortliffe, "Weakest Link." op. cit.. p. 34.
^°David B. Wilson, "In 350 Bed Teaching Hospital . . . Emergency
Department Linked with Small Nursing Unit," Hospitals. 31:53. March 161957.
"^Wilson, Ibid.

*^A. H. A., 0£. cit., p. 13.
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night shifts to give more diversified experience, and that they be given
a concentrated exposure to the procedures peculiar to the service on the
first and second days of assignment to the unit.
teaching must be utilized.

All opportunities for

53

Ancillary personnel.

Ancillary personnel carefully selected and

oriented to their duties aid in providing prompt care to patients seek
ing emergency treatment,^
In summary from the authorities reviewed there was found to be
agreement on some commonly held ideas regarding the functions of emergency
services, such as: 1) the emergency service should meet community needs for
competent medical care; 2) the department should serve as an out-patient
unit when such department is closed; 3) the unit should provide appraisal
by a physician, initial care and advice to patients; 4) the emergency room
should substitute for the doctors office when he is not available; 5) the
facilities should serve as a screening unit to relieve the hospital of
unnecessary admissions; 6) the department should serve as a triage point
in case of a community disaster; 7) the hospital emergency services should
go beyond already accepted and defined functions when the necessity pre
sents itself; 8) the unit should be used as teaching potential for the
principles of care in the treatment of traumotology and acute illness;
9) the primary function of emergency services was the care of the sick and
the injured; 10) the use of observation beds in the unit helps to alleviate
shortage of in-patient beds.

53
L. G. Parrish and R, Walkis, "Hospital Emergency and Receiving
Department," American Journal of Nursing. 51:721, December, 1951.
54
Spencer, "Patients Deserve," 0£. cit.. p. 125.
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XXI.

PUBLIC IMAGE OF EMERGENCY SERVICE

Since the public looks to the community hospital as a source for
obtaining prompt, courteous service any hour of the day or night, it is
expected that the emergency department and its supporting services be
adequately staffed with qualified personnel and equipped with necessary
facilities to care for any type of emergency whether it be traumatic or
otherwise.

Applicants for emergency services expect initial promptness

of care.-^

Due to this assertion made by the public every hospital is

challenged to provide care with promptness.

Every attendant assigned to

duty in the emergency room must assume that patients need prompt attention.56
Expectations
There is a significant new public view of the community health
center.

People think of the hospital these days "not as a place to go

to die, or a place to go for in-patient services only but as a place to
go for all medical care around the clock."-*7

Brown asserted the public

expect medical care to be given in accordance with the needs of the com58
munity.
Maffly and Jackson spoke of hospital emergency care as a community
service:
Every community needs certain standby services for the protec
tion and convenience of its residents. Among these are police
protection, fire protection, emergency hospital and similar services.

55
American Hospital Association, op. cit., p. 1, 2.
56Spencer,
57Muller,

"Patients Deserve," o£. cit.. p. 115.

o£. cit., p. 74.

58
Bertram S. Brown, "Regarding the Emergency Room," New England
Journal of Medicine. 258:508, March 6, 1958.
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All these services must be maintained on a standby basis, con
stantly available and completely manned throughout the entire
24 hours of every day (365 days a year). They must be ready for
every eventuality, large and small, and must be prepared for
immediate expansion in case of a large scale disaster or other
extraordinary occurrence.59
Complaints
Complaints, made by the public, of emergency services have fre
quently centered around the length of time patients waited for care.

It

is maintained by Brown that this can be a legitimate complaint when the
patient has a problem requiring immediate treatment and he has to wait
while less urgent care is rendered or while personnel have to be called
from other areas of the hospital.

Policies stipulating which types of

care are emergent or non-emergent will aid personnel in placing the
acutely ill or injured on a priority basis.

The patient needing imme

diate attention should receive such at the expense of other types of
_

60

patient care.

A common complaint made by the consumers of emergency services
was in regard to the length of time they waited to obtain needed care.
Horty recommended that emergency rooms be so organized and staffed that
prompt treatment can be provided when it is necessary to the welfare of
the patient.^
Brown, et al., in their report from one area where the American
College of Surgeons surveys were made, said, that one of the commonest
complaints was in regard to the length of time patients had to wait for

^Alfred E. Maffly and Henry X. Jackson, "Ready for All Emergen
cies," Modern Hospital. 23:54, December, 1949.
60Kent

L. Brown, oj>. cit.. p. 339.

fil
Horty, loc. cit.
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treatment.

It was found to be from five minutes to three or more hours.

These men concluded that the amount of time varied greatly, "depending
on the anxiety and interpretation of the individual involved." The state
ment was also made:
Human nature being what it is, there is no method which will
satisfy everyone since each person who waits feels sure that his
problem is greater than any of the others. Often the most un
reasonable demands come from persons who have had their illness
or injury for days.^
Peters gave study to the matter of immediate attention in the
emergency department and stated:
The patient whose regular routines are temporarily disrupted
too often regards his problems as the center of the universe.
His expectations in terms of immediate attention can be most dis
torted, And yet if the hospital is to escape unjustifiable criti
cism it must appear to treat every case, not so much in terms of
what is needed, but in terms of what is expected.^3
In the studies conducted by the American College of Surgeons it
was found that patients often waited from 30 to 60 minutes to be seen
by a physician.

It was also found that twenty per cent of hospitals

have interns and residents which fact should eliminate even a 15 minute
64
waiting period for initial appraisal of patients.
Community Needs
Since the individual citizen has come to expect prompt emergency
treatment delays in that care have a direct influence on community think
ing.

In order for the department to provide the type of services expected

by the public the hospital should have a public relations officer whose

62
Kent L. Brown, loc. cit.
63_
.
,_
Peters, op. cit., p. 45.
^Kennedy, "Guidelines." op. cit., p. 106,
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business it is to protect both the needs of the citizens and the hospital
reputation.

Hospitals should also staff the unit with efficient personnel

who show interest and kindness to the applicants for care.

Maintenance of

good rapport between public services such as the police and press and the
other community professional services such as private physicians and medi
cal organizations is essential toward meeting community needs.
Paulinus affirms the fact that "hospitals have a responsibility for
giving out information to the press,"

She also said:

Newspapers are one of the prime sources of information to the
public, and we should co-operate with them. Information should
be accurate, but it is oftentimes of necessity limited. The
reputation of the patient, the doctor, and the hospital must be
protected.^
It is a matter of courtesy to police and press personnel and to
the patient and relatives for the hospital to provide a room where there
can be privacy for needed interviews.

Definate hospital policies regard67

ing the dissemination of information to the press should be established. '
IV.

STANDARDS FOR EMERGENCY SERVICE

In order for hospital emergency services to meet public expecta
tions of care certain standards must be accepted and put to practice in
the department.

Kennedy explained the aim of the survey done by the Com

mittee on Trauma of the American College of Surgeons "was to learn how
68
quality of care in emergency departments might be improved."°°

The

65
Kent L. Brown, op. cit., p. 341.
66

Sister Mary Paulinus, "Emergency Service in the General Hospital,"
Hospital Progress, 32:36, February, 1951.
p. 19.

67
Cross, op. cit., p. 26;

American Hospital Association, op. cit.»

^Kennedy, "Guidelines," oj>. cit. » p. 104.
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survey was conducted by circulating questionnaires in 34 states and three
Canadian Provinces, over a four year period of time.

The results obtained

were analyzed and formulated into the "Standards for Emergency Department
in Hospitals," as approved by the American College of Surgeons, in Febru
ary of 1963.69
These standards are recommended for adoption by all hospitals provid
ing emergency services.

If these standards are impractical of implementa

tion they should at least be ideals toward which the emergency unit is
striving to attain.

The standards as approved by the American College of

Surgeons fall into seven categories, namely: authority, status, direction,
personnel, records, general policies and facilities.

Each category is

spelled-out in brief in the May-June, 1963 issue of the Bulletin of the
70

American College of Surgeons.
Authority.

The emergency department should be operated under the

direction of a policy forming committee representing the major medical
services, hospital administration and nursing service.
Status.

The emergency service should have departmental status

since it is important in the public relations of the hospital.
Direction.

The department should have a single director whose

tenure provides continuity and whose responsibility it is to implement
policy and supervise professional services.
Personnel.

Medical staff coverage should insure patients being

seen within 15 minutes of arrival.

A second physician should be on call

"Standards for Emergency Department in Hospitals," Bulletin
American College of Surgeons. 48:112, 125, May-June, 1963.
^"Standards,"

ibid.

28
*

and specialists available for prompt consultation.
Nursing staff should be adequate to care for the normal patient
load with provision for additional help when needed.
of the supervisor is essential.

Permanent tenure

Nursing staff should not have to carry

out business office duties.
Records,

A permanent record should be made for every patient.

General policies.
day.

The emergency unit should be open 24 hours a

Every patient should be seen by a physician.

Physician fees should

be specified by the committee. Definite regulations regarding the scope
of treatment allowed should be made by the committee and enforced by the
director.

Revisits should not be allowed except where the unit doubles

as an out-patient department.
Facilities.

The emergency department should be easily accessible

with its own entrance which is well marked and covered.

Space for sturdy

stretchers and wheel chairs should be provided adjacent to the entrance.
The waiting room area should be separated from working areas and contain
telephone, toilet, and drinking fountain.
X-ray and laboratory services should be easily accessible and
available at all times.

The number of the nearest poison control center

should be in a prominent place and toxicology material at hand,

A copy of

the policy manual and standard procedures as well as up-to-date textbooks
should be available.
Instruments should be of the same quality as those used through
out the hospital.

Air conditioning should be provided, where needed, and

intercommunication systems are necessary.
According to community needs observation beds, doctor's call room,

29
security room, room for press and police, and pantry should be considered.
V, FACTORS INFLUENCING PROMPTNESS OF CARE
In literature, there was concurrence on several factors influencing
the speed with which treatment could be rendered to applicants for emer
gency care.

These factors were: pre-planning, organization, staffing,

facilities and equipment, policies, and philosophy of the function of the
department,
Planning
Errors in architectural planning such as not enough working space
and long distances between the emergency room and the supporting services
contribute to the lengthening of time required for initiating appraisal
and care.

The emergency unit deserves high priority in hospital planning.^

Organization
Hospital emergency services should be so organized that they can
provide prompt care for all types of emergencies, and disasters.
departmental organization may cause delay in patient care.

Poor

Should the

patients condition be aggravated due to delay in treatment liability to
73
the hospital may ensue.

Organization of the department or the lack of

American Hospital Association, 0£, cit., pp. 24-41; Bell, op.cit..
p. 393; Ted Bowen, "Need Determines Use of Emergency Out-patient Department "
Hospitals, 31:62, March 16, 1957; Grace Bird Butler, "Emergency Room
Nurse," Nursing Outlook, 3:590-92, November, 1955; Kennedy, "Guidelines,"
o£. cit., pp. 101-116; McGiboney, o£. cit., p. 25; Muller, oj>. cit., pp.
73-75; Shortliffe, "Weakest Link," 0£. cit., pp. 33, 34, 107; Spencer,
"Patients Deserve," 0£. cit., pp. 120-125; Stewart, loc. cit.
72
Stewart, loc. cit.

7*}
Horty, loc. cit.
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organization may remain a lasting impression of patients and relatives
seeking care in the emergency unit.^
Hospital administration is responsible for proper organization of
the department.

There should be a hospital representative on the emergency

room committee. Delineating lines of authority influences promptness of
. 75
care.
Emergency rooms are a combination of in-patient and out-patient
services.

This fact, requires the very closest coordination between the

emergency department and the other departments of the hospital if patients
are to receive prompt care.76
Staffing
A most important factor influencing the promptness with which emer
gency care can be given is that of personnel coverage in the unit.

Adequate

staffing of the emergency room and supporting services is of vital concern
if service is to be given promptly.

Personnel, on duty in the emergency

room, with a background of knowledge and experience greatly influences
the speed with which care can be rendered to emergency patients.
The staff of physicians involved in emergency care includes interns,
residents, chiefs and consultants.

The nurse personnel comprize registered

nurses, licensed vocational nurses, and ancillary personnel such as nurse
assistants, orderlies, and receptionists. The technicians in the supporting

74
Robert H. Kennedy, "Give the Emergency Room the Status It Deserves,"
guest editorial in Hospitals. 31:35, March 16, 1957.
75
American Hospital Association, o£. cit., pp. 45-46; Shortliffe,
"Weakest Link," o£. cit.. p. 33.
76

American Hospital Association, 0£, cit., p. 5.
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services such as X-ray, clinical laboratory, technical tracing, social
service, and pharmacy also play a part in the care of emergency patients.
Physicians.

For patients seeking emergency treatment, the recom

mendation of the American College of Surgeons is that there be medical
staff adequate to insure patients being seen by a physician within 15
minutes of arrival.

A second physician should be on call for unusual

circumstances and specialists should be available for consultation when
needed.

Emergency care should be the responsibility of a physician even

though it is two o'clock in the morning and the patient has had the con78
dition for three weeks.
It has been recommended that one physician, with authority be in
charge of the service.

It is this physician's duty to make sure that

community expectations and hospital prestige are being respected.

This

physician should be responsible to the emergency committee and preferably
not its chairman.

Tenure of office should be sufficient to provide direc-

79
tional continuity for the department.
Where interns and residents are available it is common practice to
assign them to a tour of duty in the emergency unit.

The following state

ment is explanatory of one reason why patient treatment might be slowed
down.
We have no right to expect the first year intern or junior resident
to know how to treat practically the simplest case of injury. Yet one
of his early assignments will probably be the emergency room. Here he
has to frequently work out his own salvation. He may come to depend on

^"Standards," op. cit., p. 112.
?8Kennedy, "Guidelines," oj>. cit., p. 106.
^Kennedy, "Guidelines," Ibid.
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a charge nurse or .. . orderly with long service, but you are
more likely, if he is conscientious, to find him thumbing a book
in the hospital library in the middle of the night to try to find
the details of how to reduce and immobilize a Colles* fracture.
It was pointed out that "old systems deemed adequate a few years
ago, such as intern coverage of the emergency room, backed by staff
doctors on call, are now inadequate to care for the increased volume of
81
patients."

Interns should be responsible to residents and attending

men as well as to the physician in charge of the emergency service.^
Staffing should include a medical and surgical house officer without other
83
assignments, who are of second-year level.
Letourneau alleged, that any physician was expected to render emer
gency care and not shirk his duty by referring cases to specialists for
immediate care.

The on-call doctor is responsible for care of the patient

until the case is taken over by the specialist, which should be done as
84
quickly as possible when this seems necessary.
Lack of orientation of physicians to emergency services seems to
be a flaw in medical education and a contributing cause to the length of
time lapsing before patients receive initial treatment.

Griswold asserted,

there has been a neglect on the part of teachers in medical schools to
85
give adequate instruction in traumatology.

In 1955, Kennedy wrote an

80
Robert H. Kennedy, "Our Fashionable Killer." Bulletin American
College of Surgeons. 40:79, March-April, 1955.
81
Abbott, op. cit., p. 77.
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Don R. Miller, op. cit., p. 86.

83
Crofford Vermillion, "Emergency Location, Inter-Com System
Typify Barnes Hospital Service." Hospital Management. 76:44, July, 1953.
84
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article acclaiming the fact that there had been no organized effort to
86

train the medical profession in first aid.
Nurses.

Standards approved by the American College of Surgeons,

relating to the nursing staff on duty in the emergency department, are
that there be adequacy of personnel to handle the average load and pro
vision for added help when needed.

A factor specifically related to the

time element of care is that nurses should not be expected to carry out
87
business administrative duties for the department.
The nursing personnel should be thoroughly familiar with emergency
procedures and hospital policies governing the department.

Efficiency of

operation of the emergency service depends to a large degree on the super
vising nurse.

She should be a member of the joint committee and have

equal status with the operating room supervisor.

Permanent tenure, of the

supervisor, is essential to good patient care and emergency nursing should
be her specialty.
Good emergency room care of patients is the primary responsibility
of the registered nurses and they should be carefully selected for the
89
job.

The emergency room is not the place for "potluck" in personnel,

and there needs to be "careful selection and at least a minimum of instruc90
tion for maximum efficiency."

Kennedy, "Fashionable Killer," op. cit., p. 75
87
"Standards," loc. cit.
88
Kennedy, "Guidelines," op. cit., p. 109.
S^Butler, o£. cit.. p. 592.
90

Spencer, "Emergency Ward," o£. cit., p. 179.

Necessary qualifications for the emergency room nurse are well
described by Lindquist:
Of great importance are the qualifications of the nurse
attached to an emergency department, and special training
is needed to enable her to deal with patients of this
kind. It is not sufficient for her to have simply an under
standing of the necessary procedures, and to be able to work
in perfect coordination with the physician in charge; she
must above all be gifted with certain qualities of personality,
and with an understanding of the needs of people in shock or
extreme pain. Emergency patients generally require as much
psychological aid and comfort as they do medical and surgical
attention, and the need for mature human qualities and a calm,
cheerful disposition in the emergency room nurse is great.91
The responsibilities of the registered nurse in the emergency unit
are: 1) to listen to complaints; 2) to take routine vital signs; 3) to
observe clinical signs and symptoms; 4) to anticipate possible treatments
and needs; 5) to keep accurate records; 6) to be aware of dangers in
transportation of patients; 7) to prepare patients for examinations and
treatments; 8) to explain procedures to patients; 9) to be careful of
personal reactions, facial expressions, and words; 10) to know exactly
what medications the patient has had, even before admission, and to
immediately record all medications given; 11) to observe for patient
reaction to drugs; 12) to inquire about tetanus immunizations; 13) to be
sympathetic and understanding; 14) to give emotional and spiritual sup- 92
port.
The American Hospital Association recommends that on-call-assignments for registered nurse staffing does not provide effective coverage
for the emergency room, and that, nurses should never be called upon to
diagnose, nor should they give treatment except on the orders of a

91
Lindquist, op. cit.. p. 380.
92
Linda Cowan, "Emergency.1" American Journal of Nursing, 64:124,
April, 1964.
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physician.

However, nurses must be prepared to institute life-saving

first aid procedures when indicated, especially during the interim of
the patients1 admission and initial appraisal by the physician.

Maffly

said, there should be a registered nurse on duty in the emergency room,
93
24 hours a day.
Emergency room staffing should be well-balanced with a judicial
use of registered and vocational nurses in proportion to ancillary workers.
Continuity of the nursing staff is essential to the smooth functioning
94
of the department. •
Ancillary workers.

The use of ancillary help in the emergency room

is a means toward the rendering of prompt patient care.

The performance

of simple nursing duties by vocational nurses or nursing assistants allows
the registered nurse to perform the above listed duties.

The performance

of non-nursing duties by receptionists or volunteers allows nursing per
sonnel to spend their time in patient care rather than in paper work.

A

lay receptionist can easily be trained to greet patients, to obtain infor
mation for the medical record, to assist in making referrals and to give
attention to patient charges.
Adequate Facilities and Equipment
Another factor influencing the promptness with which emergency care
can be given is that of availability of facilities.

Both the American

Hospital Association and the American College of Surgeons have accepted

American Hospital Association, op. cit., p. 13; Kennedy, "Guide
lines," op. cit., p. 106; Maffly, op. cit., p. 56.
94
American Hospital Association, loc. cit.
95

Shortliffe,

,rWeakest

Link," op. cit., p. 107.
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standards for the facilities needed in an emergency service.

Equipment

should be readily available and adequate both for daily needs and for
QC

immediate expansion in case of a disaster in the area.

Poorly arranged and labeled supplies and drugs cause lost time when
speed is needed.

Organization of supplies where they are readily available

is a great time saver.

The best equipment, such as treatment tables,

instruments and lamps, is none too good for the emergency unit.

Essential

equipment, such as resuscitators, suction and oxygen, stored in Central
Service or in other storage areas where the key is not always available,
97
may be obtained too late to save the patients life.
Butler assigns the responsibility for having necessary supplies
and equipment in place and in good working order to the nurse in charge.
Expendable supplies should be replaced immediately after use.

All person

nel should be acquainted with the use and location of all equipment.
Practice demonstrations should be conducted with equipment and procedures
as often as necessary to assure their proper use.

Q O

Facility weaknesses which tended to slow down service as found in
surveys done in emergency departments are listed by Spencer, as follows:
1) inadequate space; 2) inconveniently located and arranged, 3) supplies
poorly labeled or inadequate amount on hand, 4) deficient lighting, 5) poor
quality treatment tables, 6) faulty instruments, 7) no provision for rela
tives and friends, 8) equipment out-of-order or not kept in emergency room,
9) lack of regular routine checks of supplies and equipment, 10) lack of

_
American Hospital Association, oj>. cit., p. 14;
"Emergency Ward," o£. cit.. p. 141.

Spencer,
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Spencer, "Patients Deserve," o£. cit.. pp. 120-122.
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Butler, o£. cit.. p. 591.

37
organization, 11) no poison control center, 12) no disaster plan, and
99
13) no joint emergency room committee.
Emergency departments should also provide facilities for the initial
care of patients suffering from infectious diseases and mental disturb
ances, A security room will suffice for the mentally disturbed and intox
icated but definate planning must be included in the arrangement of the
unit for care of communicable diseases.

Hanshus expressed the need for

every general hospital to be prepared to cope with an epidemic of infec
tious disease if it is to adequately serve the community,
The promptness with which medical care can be given to emergency
patients is dependent to a degree on the supporting services.

X-ray and

laboratory services should be easily accessible and available at all times
as a large number of emergency patients need these diagnostic services.
Technicians should always be on call but not to the extent that they have
101
to be gotten up at night to do a sugar test on urine.
On the other hand, it was found during surveys, the out-patients
upset schedules in the supporting services.

There is a need for a large

degree of coordination and teamwork between emergency unit personnel and
102

the other departments of the hospital.
Hospital Policies

General hospital policies and those specific to the emergency unit

99
Spencer, "Emergency Ward," oj>. cit., pp. 142-43.
"^American Hospital Association, 0£. cit., p. 8; N. E. Hanshus,
"How to Organize Your Hospital for Care of Accident Victims," Hospital
Management, 74:40, November, 1952.
^^Miller, 0£. cit., p. 87; Kennedy, "Guidelines," oj>. cit., p.112.
102^ _
Peters, o£. cit.. p. 47.
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have a direct bearing on the promptness with which emergency care can be
given to applicants whether or not the emergency room is attaining its
optimum of community service depends largely on hospital policies.

Poli

cies peculiar to emergency services are formulated by the joint emergency
room committee to provide coordination in the department.

Supervision of

the department is vested in this committee representing all clinical
services.

All administrative problems arising from the treatment of emer

gency patients are referred to the joint committee.

The chairman is

103
usually the chief of the department of surgery.
In order to assure uniformity of patient care in the emergency
room, there needs to be a policy manual, written standing orders, and
standardized procedures.

Policies should be organized into easily acces

sible form and kept abreast of changes made by the joint committee.

All

of these tools are essential for use in the orientation of new personnel
104
to the department and aid in the rendering of prompt emergency care.
Philosophy
The philosophy of the hospital administrative personnel toward the
need for and function of the emergency unit greatly influences the speed
with which service is rendered to patients.

According to Muller, many

hospital administrators and community planners have not accepted the over
all philosophy that emergency service connected with the hospital is a

^^Kennedy, "Guidelines." op. cit., p. 106; Skudder, "Emergency
Facilities," 0£, cit.. p. 48; Maffly, op. cit.. p. 57; Shortliffe,
"Weakest Link," op. cit.. p. 33.
104.

,

American Hospital Association, op. cit.. p. 20; Peters, op. cit.,
pp. 46-47; Spencer, "Patients Deserve." op. cit.. p. 125; Kennedy,
"Guidelines," op. cit.. p. 112; Miller, pp. cit.. p. 86; Miller, op. cit.,
p. 85.
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necessary part of comprehensive medical care.

Brown, et al., has stated,

"the emergency ward has become an essential part of our communities."
Whether or not its services are readily available may be of vital importance
to the acutely ill or severely injured when prompt care is needed.

To meet

the demands of the community, hospitals must offer reasonably prompt care
to the public.
The philosophy of one church connected writer was that hospital
administration should see in each patient an individual created in God's
image and not just a case or statistic.

This is good philosophy to be

emulated by the emergency department personnel, especially in a teaching
u
i 106
hospital.
VI.

SUMMARY

A review of literature was done which pointed out an increasing use
of emergency services by the public.

The purpose of emergency services

was found to be the rendering of prompt medical care.
the emergency unit to meet community needs.

The public expect

Hospitals have a responsi

bility for maintenance of standards that will assure competent patient
care through qualified personnel, adequate facilities and general policies.
Factors which influence the promptness with which emergency care can be
rendered were established.

^"*Muller, o|>. cit.. p. 75; Kent L. Brown, op. cit.. pp. 336,
337, 341.
106Elise,

op. cit.. p. 55.

CHAPTER III
METHODOLOGY OF THE STUDY
The problem of this study was to find out the time lapse between
admission and discharge of patients entering the emergency room of a
selected hospital during the 7-3 and 3-11 shifts, and to determine the
portion of the total time spent in prescribed selected areas.

The purpose

was to determine the areas where the major portion of the total time was
spent by patients in the selected hospital and to analyze the reasons for
the amount of time required to complete patient care,
I.

METHOD OF APPROACH

Selection of the Method and the Tool
In choosing a method, it was necessary to find one which was
directed toward gathering data regarding current conditions.
reason, the descriptive survey method was selected.

For this

Whitney in describ

ing the use of this method states,
It deals with a cross section of the present. . • and its
purpose is to get groups of classified, generalized and
interpreted data for the guidance of practice in the immediate
future.*
Literature was reviewed to find out what had been said about the
time element in emergency care, what studies had been done in emergency
room services and for background information regarding the functions and
changes in concepts of the use of the emergency unit.

Literature was also

reviewed for criteria in developing an adequate tool for gathering data.

^Frederick L. Whitney, The Elements of Research. New York: Prentice
Hall, Inc., 1950, p. 160.
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Observation guide sheet.

An observation guide sheet was developed

and fifty patients were observed by the researcher from admission to dis
charge during the 7-3 and 3-11 shifts in the emergency room of a selected
2
hospital.

The guide sheet was drafted with a view toward simplicity for

the tabulation of data.

The patients name and the date were included as a

means of identification during the observation period and had no bearing
on the solution of the problem.
Space was provided to record the patients age and diagnosis; the
time the patient was admitted to the emergency department; the time of
discharge; the number of minutes during which the patient was receiving
care; the number of minutes the patient was waiting for care; the number
of minutes between the time of admission and appraisal by a physician;
and the total number of minutes spent in the emergency room from admis
sion to discharge.
The fifty patients observed were arbitrarily divided into three
groups as to degree of emergency.

Those patients whose condition was

acute and required immediate emergency care were classed in Group I.
Those patients not acutely ill but whose condition required emergency
care were classed in Group II.

Those patients whose illness was of a

chronic nature were classed in Group III.
The activities common to an emergency service were listed as
initial medical examination, obtaining record and vital signs,medications,
consultation, x-ray, laboratory, tracing, reappraisal, treatment and mis
cellaneous.

Space was allocated for recording the time that procedures

were ordered, begun, completed and report received.

The amount of time

spent in waiting between procedures or the amount of time during which

2See

Appendix.
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the patient was receiving care were totaled in appropriate columns.
A column for remarks was also provided in case a situation arose
in which an explanation might be in order.

The remarks column included

the name of the doctor doing the initial examination and name of the con
sultant, if any was noted.

This information was necessary in classifica

tion of patient as private or clinic to determine the number of patients
receiving their initial care by physicians of various levels of prepara
tion.

An incidental note was made as to where the patient was referred

for further care.
Selection of the Facility
The Emergency Room of the Loraa Linda University Hospital was
selected as the place where the study would be conducted.

Permission for

conducting the study was obtained during an appointment with the director
of nursing service.

A letter asking permission for the use of medical

records was taken to the medical record librarian who in turn received

3

permission from the chief of staff.

This permission was conveyed to

the observer by telephone.
Necessary information regarding the observers presence in the
selected emergency room was discussed with the emergency room supervisor
and her staff to establish rapport but the personnel were not informed of
the purpose as this information might tend to influence the findings of
the study.

However, explanation was made that a survey was being done

of the emergency room and supporting services.
Pilot Study
To evaluate the adequacy of the observation guide sheet a pilot
study of five cases was done in the selected emergency room.

See Appendix

As a result
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of the pilot study the guide sheet was revised from a two page to a one
page instrument and three additional items were added namely: "seen by
a physician," "vital signs," and "waiting for charges."
The pilot study seemed to indicate that the necessary information
regarding time involved in patient care would be adequate for solving the
problem of the study.

It also pointed out that the original plan of fol

lowing patients to the x-ray department would result in missing other cases
being admitted during the time the observer was in x-ray and would have
made data collection too time consuming.
Collection of Data
All fifty patients were observed by the same individual in the
selected emergency room.

A laboratory coat was worn, rather than a nurses

uniform to prevent involvement in patient care.

The observer sat at a

table in one corner of the emergency room and with few exceptions kept a
record of the care of patients from that vantage point.
The time was recorded when the patient first appeared at the emer
gency room.

The time of each successive activity and the amount of time

devoted to it was noted throughout the period of care until time of dis
charge.

All patients, admitted during the time the observer was present

in the emergency room, except those coming for an injection only, were
used for the study in the order of their admission.
approached for any information.

Patients were not

A word of greeting or brief conversation

which seemed in order was the extent of interaction with patients.

Occasion

ally patients asked the observer such questions as, "how long before I'll
see the doctor?" or "what do you think is wrong with my baby?"
questioners were referred to the nurse on duty for an answer.

These
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Observations were done on the 7-3 and 3-11 shifts.

The 11-7 shift

was omitted due to the small number of patients seeking care during the
night hours in the selected emergency room.

To have included this shift

would have greatly increased the number of hours the researcher would have
had to spend in the collection of data.

Time of observation was divided

between the two shifts, and on week days as well as on Sundays.
seven hours were spent in gathering data.
cent were observed on the 7-3 shift.
were observed on the 3-11 shift.

Thirty-

(Thirty of the cases, or 60 per

Twenty of the cases, or 40 per cent

Twenty-one and one-half hours or 46 per

cent of the observations were done on Sundays. Fifteen and one-half hours
or 54 per cent of the observations were done on week days.)
The data was collected, tabulated and analyzed.
II.

SUMMARY

The descriptive-survey method was used for this study.

A review of

literature was done in the areas of the time element in emergency care,
previous studies, functions and concepts of the use of emergency services.
An observation guide was constructed.

After a pilot study was done, neces

sary changes were made in the data gathering tool.

Permission was granted

by the chief of staff, through the medical record librarian, and in con
ference with the director of nursing service of the selected hospital.

An

observation time study was done, by the observer, on fifty patients in the
emergency room from admission to discharge and the information was categor
ized.

CHAPTER IV
FINDINGS, ANALYSIS, AND INTERPRETATION OF DATA
I.

INTRODUCTION

The problem of this study was to find out the time lapse between
admission and discharge of patients in the emergency room of one selected
hospital and to determine the portion of the total time spent by patients
in prescribed, selected areas during their period of care.

The purpose

of this chapter was to present the findings and interpret the data.
Description of the Facility
The selected emergency room was located on the ground floor of the
hospital building and provided twenty-four hour service.

The department

consisted of a waiting room and one large room for patient care.

The

waiting room had a seating capacity for nine persons and was used jointly
by relatives of patients who were in the post anesthesia room.

The large

room for patient care was divided into four areas which could be separated
by curtains.

Each of two areas contained emergency equipment and a

stretcher for patient care.

As the need arose two additional stretchers

could be used in the emergency room.

Supply cupboards, scrub sink, deck

for working space, a desk and telephone for the nurse were in the third
area.

The physicians1 desk, telephone and two chairs for patients or

relatives, a typewriter, and scales for weighing patients were in the
fourth area.

A bell was provided, at each of the two emergency room doors

for patients to ring for service.
Storage space was provided for one stretcher and three wheel chairs
45
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in the hallway adjacent to the emergency room. There was storage space
for extra supplies in the hallway.

Central service was conveniently

located on the same floor as was the emergency room.
At the time this study was conducted one physician, either an
intern or resident, was on duty or on call for the emergency room.

When

there were no patients in the department the doctor could be found in the
interns room on the first or second floors of the hospital building or on
one of the medical floors where he was also assigned for patient care.
No meal relief was provided for the doctor on duty.

A list of specialists

on call for medicine, surgery, 0.B, and pediatric clinical services was
posted in the emergency room.
One registered nurse was on duty on each shift.
provided.

Meal relief was

There was no clerical or volunteer help provided to care for

non-nursing functions. Payment of emergency fees was also made to the
nurse on duty.
Supporting services were not adjacent to the emergency department.
X-ray, was the nearest, being on the same floor.
ported to x-ray by stretcher or wheel chair.

Patients were trans

The clinical laboratory was

in a separate building adjacent to the hospital.

Technicians came to the

emergency room to obtain specimens rather than sending patients to the
laboratory.

After hours x-ray and laboratory technicians were on call.

The technical tracing department was on the first floor but an E.K.G.
machine was kept in the unit and tracings were done there by the emer
gency room personnel.
Description of the Tool
An observation guide was developed to obtain the following infor
mation: 1) the age; the diagnosis (to determine the degree of emergency);
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classification according to private or clinic and specialty area, such as
medical or surgical; 2) the activities timed included the time of admis
sion, the length of time before the nurse started obtaining information
for the patients record and taking vital signs, the amount of time before
patients were seen by a physician, the amount of time during which patients
were waiting for or receiving medical treatment in the emergency room or
by supporting services, the total amount of time spent by patients during
emergency care in the selected hospital and the time of discharge.1
XI.

CLASSIFICATION OF PATIENTS

Information obtained other than that regarding the time element
included age, diagnosis and classification of patients by groups as to
degree of emergency.

This information was noted from the emergency record

in order to determine the age range; the diagnosis; the specialty area;
and whether the patient was a private or clinic case.
Age of Patients by Groups
The ages of the fifty patients observed in this study ranged from
one to 90 years.
There were seventeen or 34 per cent under 15 years of age.

Of

these seventeen patients, four or 8 per cent were in Group I, and thirteen
or 26 per cent in Group II and none In Group III.
Young adults in the age range from 16 to 45 years included fifteen
or 30 per cent of the total number of patients observed.

Five or 10 per

cent of these patients were acute—Group I, seven or 14 per cent moderately
acute—Group II, and three or 6 per cent chronic—Group III.

1See

Appendix.
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The middle age group which ranged from 46 to 65 years of age com
prised twelve or 24 per cent of the fifty patients observed.

Of these

patients, four or 8 per cent were in Group I, six or 12 per cent in
Group IX and two or 4 per cent in Group III.
The elderly group in the age range from 66 to 90 years totaled six
or 12 per cent of the fifty patients.

Of these, one or 2 per cent were in

Group I, two or 4 per cent in Group II and three or 6 per cent in Group III.
In analyzing the findings it was found that the largest number of
patients, seventeen or 34 per cent, were in the youngest age range and
fell in Group I or II.

The next largest number was the 16 to 45 age range

and comprised fifteen or 30 per cent of the total with five or 10 per cent
in Group I and seven or 14 per cent in Group II.

The smallest number was

in the age range from 66 to 90 years and accounted for six or 12 per cent
of the total with three or 6 per cent falling in Group III.

This age

distribution would imply that the selected emergency room was providing
service for a wide age range of patients as shown in Table I.
Diagnosis of Patients by Groups
Patients were diagnostically categorized as medical, surgical,
(including trauma), psychiatric or obstetrical. The largest number, twentysever* or 54 per cent, of the patients observed were medical cases.

Of

these, four or 8 per cent of the total were acute cases and therefore
listed as Group I, sixteen or 32 per cent were listed as moderately
acute cases or Group II, and seven or 14 per cent were listed as chronic
cases or Group III.
Surgical cases comprised the next highest number of patients,
namely, twenty or 40 per cent.

Of these seven or 14 per cent were in

Group I, twelve or 24 per cent in Group II and one or 2 per cent in
Group III.
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The smallest number of cases were two or 4 per cent which were
psychiatric patients listed as acute emergencies and one or 2 per cent
of the total was an obstetrical patient and she was also listed in Group I
as an acute emergency.
In analyzing the findings it was found that the largest number of
patients observed were medical cases of which the greatest number were
in Groups II and III.

The next highest number was the surgical patients

and the largest, nineteen or 38 per cent, of these were in Group I and II.
The diagnostic percentage parallels Lee's findings during a six
month study conducted in a Boston hospital during 1957.

There were twenty

or 40 per cent surgical cases included in the fifty patients observed.
Seventeen of the 20 surgical cases had sustained trauma.

Thus, 34 per

cent of the fifty patients observed in the selected emergency room were
trauma cases in comparison to Lee's findings of 33.3 per cent of trauma
cases in the Boston Hospital.^
The diagnostic percentage of the fifty patients observed would
indicate that the selected emergency room was caring for a variety of
emergencies in the community as shown in Table II.
Classification of Patients by Groups
Patients were classified according to their private or clinic
status, with no distinction made in their care or treatment.

All patients

were given initial care and then were referred to the proper medical facil
ities for follow-up care.

A welfare patient needing hospitalization was

transferred to the county hospital.

Sidney S. Lee, J, A. Solon, and C. G. Sheps, "How Patterns of
Medical Care Affect the Emergency Unit," Modern Hospital. 94:100. Mav.
1960.
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TABLE I
THE NUMBER AND PER CENT OF PATIENTS IN EACH AGE RANGE
IN THE SELECTED EMERGENCY ROOM

Age in

Ygars

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

1 to 15

4

8

13

26

0

0

17

34

16 to 45

5

10

7

14

3

6

15

30

46 to 65

4

8

6

12

2

4

12

24

66 to 90

1

2

2

4

3

6

6

12

TABLE II
THE NUMBER AND PERCENTAGE OF PATIENTS IN EACH DIAGNOSTIC
CATEGORY IN THE SELECTED EMERGENCY ROOM

GROUP I
Number Per cent
Diagnosis
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

Medical

4

8

16

32

7

14

27

54

Surgical

7

14

12

24

1

2

20

40

Psychiatric 1

2

0

0

0

0

1

2

Obstetrical 2

4

0

0

0

0

2

4

Patients in Group I included ten or 20 per cent private and four
or 8 per cent clinic cases.

Sixteen or 32 per cent of the patients in

Group II were private and twelve or 24 per cent were clinic cases.
Patients in Group III included five or 10 per cent private and three or
6 per cent clinic cases.
Lee found that 25 per cent of the emergency patients in his study
were attended by their own physician.
Comparison of the three groups in this study showed the selected
hospital to be serving a predominance of private patients as is shown in
these results:
Group I

Group II

Group III

Totals

Private

10

16

5

31

Clinic

4

12

3

19

14

28

8

50

Total

Classification of Patients as to Degree of Emergency
The fifty patients observed were arbitrarily divided into three
groups as to degree of emergency. Fourteen patients whose condition
required immediate emergency care due to hemorrhage, medical emergency,
injury, or mental disturbance were listed in Group I. These patients were
further analyzed as to diagnosis and were grouped as follows:
Hemorrhage

2

Medical emergency . . 2

Injury

8

Mental disturbance . . 2

Twenty-eight patients not acutely ill but requiring immediate care
for such conditions as infections, fractures, and sprains were listed in
Group II. Further analysis of Group II is as follows:

^kee, ££•

« p. 97,
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Acute infections

Fractures

1

Acute pain

4

C.V.A

1

Sprains

4

Allergic reaction

1

Abrasions and contusions . 4

Possible neoplasm

1

Eight patients whose illness was of a chronic nature which had
existed over a period of days were listed in Group III and made up five
medical and three surgical cases.
III.

ACTIVITIES TIMED

The activities timed in this study were: 1) the length of time
before initial information or vital signs were obtained for the medical
record by the nurse; 2) the amount of time from admission to appraisal
by a physician; 3) the total time during which patients waited for treat
ment and diagnostic procedures; 4) the time during which patients were
receiving care; 5) the total time patients spent from admission to dis
charge.
The time the patient first appeared in the emergency room was
recorded as-the admission time.

The time at which care was completed and

the patient left the unit was recorded as the time of discharge.
Length of Time Before Information was Obtained by Nurse
The length of time before information was obtained by the nurse for
the patients record was computed by recording the admission time and the
time the nurse approached the patient for information.
no waiting time to 54 minutes.

The range was from

The average patient wait was 9 minutes.

The length of time before information was obtained by the nurse for
the fourteen patients in Group I ranged from no waiting time to 25 minutes.
Seven of the fourteen patients did not have to wait.

Five patients waited
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from 1 to 15 minutes and two patients waited from 16 to 30 minutes.

The

length of time before information was obtained from the twenty-eight
patients in Group II ranged from no waiting time to 38 minutes.
of the twenty-eight patients did not have to wait.

Eleven

Nine patients waited

from 1 to 15 minutes, six from 16 to 30 minutes, and two from 31 to 45
minutes.

The length of time before information was obtained for the

eight patients in Group III ranged from no waiting time to 54 minutes.
One of the eight patients did not have to wait.
1 to 15 minutes.

Five patients waited from

The waiting time is shown in Table III
TABLE III

THE NUMBER AND PER CENT OF TIME IN MINUTES PATIENTS WAITED BEFORE
INFORMATION WAS OBTAINED FOR MEDICAL RECORD BY THE NURSE
Range
in
Minutes

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
TOTALS
Number Per cent Number Per cent
of total
of total

No waiting

7

14

11

22

1

2

19

38

1 to 15

5

10

9

18

5

10

19

38

16 to 30

2

4

6

12

1

2

9

18

31 to 45

0

0

2

4

0

0

2

4

46 to 60

0

0

0

0

1

2

1

2

The three groups of patients were compared as to the length of time
they waited before information was obtained by the nurse.

The largest

percentage of patients who did not have to wait for the nurse were in
Group II.

The smallest percentage of patients were in Group III.

In

Group I, 50 per cent of the patients did not have to wait for the nurse.
Observed reasons for waiting time by patients for the nurse to
obtain information were 1) the admission of other patients who required
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priority care, 2) the number of patients in the emergency room at the
same time, 3) and the nurse staffing pattern of one nurse without clerical
help.

This would appear to be an area where there was an appreciable time

loss and could be avoided by an increase in nursing staff and more ade
quate facilities.
Length of Time Spent by Nurse Obtaining Information
The length of time spent by the nurse obtaining information for the
medical record and taking vital signs varied.
tinely taken on every patient admitted.

Vital signs were not rou

They were taken on initial contact

for- those patients for whom such seemed significant.

For example, the

temperature was taken on a child with a skin rash and evidence of a cold
and the blood pressure was taken on an adult who had been involved in an
automobile accident.
The length of time spent by the nurse obtaining information for the
medical record and taking vital signs ranged from 2 to 13 minutes.

The

average time spent was 5 minutes per patient.
The length of time spent by the nurse obtaining information and
vital signs for fourteen patients in Group I fell into the 1 to 15 minute
range.

The largest number of patients, eleven or 22 per cent, took from

1 to 5 minutes.

It took from 6 to 10 minutes for the twelfth patient,

and from 11 to 15 minutes for the thirteenth patient.

This was a 4% year

old child for whom the nurse obtained information at the same time the
doctor was appraising the child.
The length of time spent by the nurse obtaining information and
vital signs for twenty-eight patients in Group II fell into the 1 to 15
minute range. The largest number of patients, fourteen or 28 per cent,
took from 1 to 5 minutes, eight or 16 per cent took from 6 to 10 minutes,
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and three or 6 per cent took from 11 to 15 minutes.

There was an overlap

of time in activities for the other three patients.

The length of time

spent by the nurse obtaining information for eight patients in Group III
varied from 1 to 10 minutes.

The largest number of patients, seven or

14 per cent, took from 1 to 5 minutes, and the other patient or 2 per cent
from 6 to 10 minutes.
Comparison of the three groups was made as to length of time spent
by the nurse obtaining information and vital signs.

The most time was

spent with Group II patients in the 1 to 5 minute period.
of time was spent with Group I and Group III patients.

The least amount

These findings

would indicate that there were no undue delays in this time area.

The time

required by the nurse obtaining information is shown on Table IV.
TABLE IV
THE NUMBER AND PER CENT OF PATIENTS BY TIME INTERVALS REQUIRED FOR
OBTAINING INFORMATION IN GROUPS ACCORDING TO DEGREE OF EMERGENCY

Range
GROUP I
in
Number Per cent
Minutes
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

1 to 5

11

22

14

28

7

14

32

64

6 to 10

1

2

8

16

1

2

10

20

11 to 15

1

2

3

6

0

0

4

8

Over lap

1

2

3

6

0

0

4

8

Time Spent Waiting for and Receiving Medication
The nurse was responsible for giving all medications ordered by the
physician.

Medications were ordered for eleven of the fifty patients.

With one exception, all the medications were given by injections.

The

amount of time lapse from the time the medication was ordered until the

nurse started to prepare it was recorded.

None of the patients in Group I

spent time waiting for medications to be administered.

One patient in

Group IX spent thirteen minutes waiting for medication.

This patient

wished to wait for immediate transportation home before taking the injec
tion of Demerol ordered for a migraine headache.
ordered for patients in Group III.

No medications were

Waiting for administration of medi

cines was not an area where time was spent by patients waiting for care.
Time Required in Preparation and Giving of Medicine
The time the nurse started preparing the medication for administra
tion and the time the procedure was completed was recorded.

The time

required in the preparation and giving of medicines ranged from 1 to 7
minutes.

The average patient wait was 0.78 minutes per patient.

Six patients in Group I were given medication with a time range of
1 to 7 minutes. Five patients in Group II also ranged from 1 to 7 minutes.
No medicines were administered to patients in Group III.
Comparison was made between the three groups as to time required in
preparation and administration of medications and was found to be almost
equally divided between Group I and Group II.

Administering of medicines

was shown to be an area of no appreciable time loss.
Amount of Time Before Appraisal by a Physician
At the time of admission patients were questioned by the nurse as
to whether or not they had a private physician.

If they did and the

physician was on the staff of the selected hospital, effort was made to
locate him to find out his wishes for the care of the patient.

Locating

private doctors posed very little problem for the three patients who were
cared for by their own physician.
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The amount of time before the patient was seen by a physician was
computed by recording the time of admission to the emergency room and the
time the initial medical examination was begun. The length of time
patients waited before appraisal by a physician ranged from 0 to 155
minutes.

The average patient waiting time was found to be 33 minutes.

Fifteen or 30 per cent of the fifty patients observed were seen by
a physician within 15 minutes of arrival.
were seen within 30 minutes.
within 45 minutes.
utes.

Eleven patients or 22 per cent

Thirteen patients or 26 per cent were seen

Six patients or 12 per cent were seen within 60 min

Two patients or 4 per cent were seen within 75 minutes.

One patient

or 2 per cent was seen within 90 minutes and two patients or 4 per cent
were seen after 145 and 155 minutes of waiting time.
The amount of time before appraisal was begun by the physician for
the fourteen patients in Group X ranged from no waiting time to 65 minutes.
Six patients were seen within 15 minutes.
to 65 minutes.

Eight patients waited from 16

The amount of time before appraisal was begun by the physi

cian for the twenty-eight patients in Group XX ranged from no waiting time
to 135 minutes.

Eight patients were seen by the physician immediately on

admission, six within 15 minutes, twelve within 45 minutes and six within
75 minutes.

Two waited from 90 to 135 minutes.

The amount of time before

appraisal was begun by the physician for the eight patients in Group III
ranged from 10 to 155 minutes.

No patients in this group were seen imme

diately on arrival. One patient was seen within 15 minutes.
30 minutes, three within 45 minutes.

Two within

One patient waited 60 minutes and

one 155 minutes.
Comparison was made between the three groups as to the amount of
time patients waited before being seen by a physician.

The patients in
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Group I had the shortest waiting period while those in Group III had the
longest.
Observed reasons causing avoidable delays in appraisal by the physi
cian were found to be 1) the time before the nurse obtained record infor
mation and prepared the patient for examination; 2) overcrowded facilities;
3) insufficient personnel; 4) the physician being out of the department;
and 5) priority of care with Group I patients taking precedence.

An

unavoidable delay was caused by one patient requesting to see her own
private doctor.

From the analysis of data it appears to the researcher

that a significant area of time was spent waiting for the physician to
begin his appraisal.

This is shown in Table V.

Time Required in Initial Medical Examination
The initial medical examination was made by the physician assigned
to the emergency service on forty-seven of the fifty patients.
three patients were cared for by their private physician.

The other

There was no

appreciable difference in the amount of time private or clinic patients
waited for initial appraisal.

The number of patients in the selected

emergency room for medical examinations at any one time varied from none
to eight.
The time the initial medical examination was begun by the physician
and the time it was completed were recorded.

The length of time spent by

patients in initial examinations ranged from 1 to 27 minutes. The average
patient wait was 9 minutes per patient.
The time required for medical examination in Group I patients ranged
from 1 to 15 minutes for twelve patients and from 16 to 30 minutes for two
patients.

The amount of time required for medical examination in Group II

patients ranged from 1 to 15 minutes for twenty-four patients and from
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16 to 30 minutes for four patients.

The amount of time required for medi

cal examination in Group III patients ranged from 1 to 15 minutes for
five patients and from 16 to 30 minutes for three patients.
The three groups were compared as to the amount of time required
for medical examinations.

The average number of minutes spent per patient

in initial examinations for Group I patients was 8 minutes as compared
with 9 minutes for Group II patients and 10 minutes for Group III patients.
The findings showed that there was no appreciable difference in the amount
of time required for medical examination as compared by groups.

Time

required in initial medical examinations is shown in Table VI,
TABLE VI
THE NUMBER AND PER CENT OF PATIENTS BY TIME INTERVALS REQUIRED
FOR INITIAL MEDICAL EXAMINATION IN GROUPS
ACCORDING TO DEGREE OF EMERGENCY

Range
in
Minutes

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

1 to 15

12

24

24

48

5

10

41

82

16 to 30

2

4

4

8

3

6

9

18

Time Spent Waiting for Medical Consultations
The time a consultation was ordered was recorded.

The time it was

initiated was also recorded. The length of time spent in securing con
sultations with a specialist ranged from 5 to 32 minutes.

The average

patient waiting time was two minutes.
Consultations were requested for five patients in Group I.

The

waiting time range was from immediately for three patients, and from
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9 to 28 minutes for two patients.

Nine patients in Group II had consulta

tions requested and the waiting time ranged from immediately to 32 minutes.
Four patients did not have to wait, three waited from 5 to 12 minutes and
two waited for 32 minutes each.

Time spent waiting for consultations

involved one patient in Group III, who waited 9 minutes.
Even though the amount of time patients waited for consultations
varied, the waiting time for patients in Group I was less than those in
Group II.
tions.

Group III patients spent the least amount of time for consulta

The time spent waiting in this area could be classed as unavoid

able time as physician specialists were not always available.

Time

patients spent waiting for consultations is shown in Table VII.
TABLE VII
THE NUMBER AND PER CENT OF PATIENTS IN EACH RANGE OF MINUTES
ACCORDING TO DEGREE OF EMERGENCY SPENT WAITING
FOR CONSULTATIONS
Range
in
Minutes
No
waiting

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

3

6

4

8

0

0

7

14

1 to 15

1

2

3

6

1

2

5

10

16 to 30

1

2

0

0

0

0

1

2

31 to 45

0

0

2

4

0

0

2

4

No consul
tations
9

18

19

38

7

14

35

70

Time Required for Consultations
The time required for consultations was computed by recording the
time a consultation was ordered by the physician and the time it was com
pleted.

The amount of time required ranged from 1 to 10 minutes.

The
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average time required was 1.4 minutes per patient.
Five patients in Group I had consultations.

The amount of time

required for consultations was from 1 to 3 minutes for two patients, from
4 to 7 minutes for two patients and from 8 to 10 minutes for one patient.
Nine patients had consultations in Group II.

The amount of time required

for consultations was from 1 to 3 minutes for four patients, from 4 to 7
minutes for four patients and from 8 to 10 minutes for one patient.

Seven

minutes was required for consultation for one patient in Group III.
The three groups were compared as to the amount of time required
for consultations.

The average number of minutes spent per patient for

Group I patients was 4 minutes as compared with 5 minutes for Group II
patients and 7 minutes for Group III patients.

The findings show that

there was no appreciable difference for time spent for consultations.
Time required for consultations is shown in Table VIII.
TABLE VIII
THE NUMBER AND PER CENT OF PATIENTS BY TIME INTERVALS REQUIRED
FOR CONSULTATIONS IN GROUPS ACCORDING TO DEGREE OF EMERGENCY
Range
in
Minutes
1 to 3

GROUP I
Number Per cent
of total
2

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

4

4

8

0

0

6

12

4 to 72

4

4

8

I

2

7

14

8 to 10

2

1

2

0

0

2

4

1

Time Spent Waiting for Reappraisal
The time patients spent waiting for reappraisal was computed by
recording the time there was a lapse of activity and the time the doctor
returned to reappraise the patient.

Twenty-eight of the fifty patients

observed were reappraised following diagnostic reports or consultation
with specialist.

Thirteen of the twenty-eight patients spent time wait

ing for reappraisal.

The range was from 7 to 52 minutes.

The average

patient wait was 6 minutes.
There was no time spent waiting by the six Group I patients who
had reappraisal.

Eight patients were not reappraised.

There was no time

spent waiting for reappraisal by seven patients in Group II.
spent time waiting for reappraisal.
to 52 minutes.

Ten patients

The range of waiting time was from 7

Four patients waited between 1 and 15 minutes, three

waited between 16 and 30 minutes, two between 31 and 45 minutes, and one
waited 52 minutes.

Eleven patients were not reappraised.

There was no

time spent waiting for reappraisal by two patients in Group III.
patients spent time waiting for reappraisal.
was from 17 to 45 minutes.

Three

The range of waiting time

Two patients waited 17 minutes each and the

third patient waited 45 minutes. Three patients were not reappraised.
The three groups were compared as to the amount of waiting time
for reappraisal.

There was no waiting time for Group I patients.

The

Group II patients waited an average of 23 minutes each as compared with
an average of 26 minutes each for three Group III patients.

The findings

indicated that significant time was spent waiting for physicians reap
praisal due to the following reasons: 1) care of priority patients, 2)
the number of other patients requiring care at the same time, 3) the
physician being out of the service area, 4) unsuccessful effort to locate
a private physician.

Time spent waiting for reappraisal is shown in

Table IX.
Time Required During Reappraisal
The time the physician returned to the patient and the time reap
praisal was completed were recorded.

The time spent during reappraisal
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ranged from 2 to 22 minutes. The average time required was 3.72 minutes
per patient.
Reappraisal was given to six patients in Group I and ranged in
time from 1 to 15 minutes.
reappraisal.

Eight patients in this group were not given

Seven patients in Group II were reappraised and ranged

from 1 to 15 minutes.

Eleven patients were not given reappraisal. Four

patients in Group III were reappraised taking from 1 to 22 minutes.
Four patients were not reappraised in this group.
Comparison was made as to the amount of time patients were given
reappraisal in the three groups.

The average number of minutes spent per

patient in Group I was 4 minutes as compared with 6 minutes for Group II
and 12 minutes for Group III.

Findings appeared to the researcher to be

of appropriate rate and seemed to be unavoidable.

Time spent during reap

praisal is shown in Table X.
Time Spent Waiting for Care by Supporting Services
X-ray and laboratory services were requested for thirteen of the
fifty patients observed.

Nine of the patients had x-rays taken, one of

which did not return to the emergency room for a report. Four of the
patients had laboratory tests taken.
for the fifty patients observed.

No technical tracings were ordered

The time an x-ray was ordered and the

time the patient was dispatched from the emergency room to the x-ray
department was recorded.

Six of the nine patients spent time waiting

to be taken to the x-ray department.
ranged from 2 to 19 minutes.

The time patients spent waiting

The average patient wait was 0.9 minutes.

The time a laboratory test was ordered and the time the technician
arrived in the emergency room to obtain the specimen was recorded.
of the four patients spent time waiting for the technician.

Three

For the fourth
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TABLE IX
THE NUMBER AND PER CENT OF PATIENTS IN EACH RANGE OF MINUTES
ACCORDING TO DEGREE OF EMERGENCY BEFORE REAPPRAISAL
WAS BEGUN BY A PHYSICIAN
Range
in
Minutes
No
waiting

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

6

12

7

14

2

4

15

30

1 to 15

0

0

4

8

0

0

4

8

16 to 30

0

0

3

6

2

4

5

10

31 to 45

0

0

2

4

1

2

3

6

46 to 60

0

0

1

2

0

0

1

2

No Reap
praisal

8

16

11

22

3

6

22

44

TABLE X
THE NUMBER AND PER CENT OF PATIENTS BY TIME INTERVALS REQUIRED
FOR REAPPRAISAL BY THE PHYSICIAN IN GROUPS
ACCORDING TO DEGREE OF EMERGENCY
Range
in
Minutes

GROUP I
Number Per cent
of total

GROUP II
GROUP III
Number Per cent Number Per cent
of total
of total

TOTALS
Number Per cent
of total

1 to 15

6

12

17

34

3

6

26

51

16 to 30

0

0

0

0

1

2

1

2

No Reap
praisal

8

16

11

22

4

8

23

46
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patient there was an overlap of activities which eliminated waiting time.
The time patients waited for the specimen to be obtained ranged from 5
to 21 minutes.

The average patient wait was 0.9 minutes.

One Group X patient had an x-ray taken for which there was no wait
ing time.

One Group I patient had laboratory work ordered for which there

was a waiting period of 25 minutes.
taken.

Eight patients in Group II had x-rays

There was no waiting time for two patients.

Five patients waited

from 1 to 15 minutes and one patient waited 19 minutes.
had laboratory tests ordered.

Three patients

One patient waited 5 minutes, one waited 19

minutes and the other waited 21 minutes.

No x-ray or laboratory work was

ordered for Group III patients.
Observed factors delaying care by supporting services were found to
be: 1) the number of other patients requiring care at the same time, 2) the
technician having to come some distance to obtain specimens, 3) lack of
clerical help, 4) emergency patients required unscheduled care by support
ing services, 5) waiting for messenger service, 6) inability of a patient
to provide a urine specimen, 7) a power failure,

A variety of reasons

avoidable and unavoidable caused a significant amount of time lost to
waiting in this area.

Time patients spent waiting for care by supporting

services is shown in Table XI.
Time Required During Care by Supporting Services
The time the patient was dispatched from the emergency room to the
x-ray department and the time the report of the film was received in the
emergency room was recorded. The time lapse by patients in x-ray ranged
from 15 to 88 minutes.

The average time required to obtain x-ray reports

was 7 minutes per patient.
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The amount of time required for an x-ray to be taken on one Group I
patient was not known as the patient did not return to the emergency room
for a report. Forty-four minutes of time lapsed from the one Group I
patient having a test taken by the laboratory.
patients in Group II,

X-rays were taken for eight

Time lapse in x-ray ranged from 15 to 88 minutes.

Laboratory tests were taken for three patients in Group II.
range was from 6 to 30 minutes.
for Group III patients.

The time

No x-rays or laboratory tests were ordered

From these findings it can be observed that an

appreciable amount of time was spent by patients in the supporting services
of x-ray and laboratory and this time was computed as time receiving care.
The amount of time spent during care by supporting services is shown in
Table XII,
Time Spent Waiting for Treatment to be Initiated in the Emergency Room
Fifteen of the fifty patients observed received treatments from
either the physician or the nurse in the emergency room.

The time treat

ments were ordered and the time they were begun was recorded.
had no waiting time.

Ten patients

Five patients waited for treatments to be given.

Waiting time for treatments to be initiated ranged from 2 to 35 minutes.
The average patient wait was 1.7 minutes.
Treatments were given to eleven patients in Group I.
waiting time for nine of the eleven patients.
waiting.

There was no

Two patients spent time

One of these waited 3 minutes and the other waited 21 minutes.

Treatments were given to four patients in Group II.

There was no waiting

time for one patient, one waited 2 minutes, one waited 25 minutes and the
other waited 35 minutes.
Group III.

No treatments were given for patients in
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TABLE XI
THE NUMBER AND PER CENT OF PATIENTS IN EACH RANGE OF MINUTES
ACCORDING TO DEGREE OF EMERGENCY SPENT WAITING
FOR CARE BY SUPPORTING SERVICES
Range
in
Minutes

GROUP I
Number Per cent
of total

No
waiting

GROUP II
GROUP III
Number Per cent Number Per cent
of total
of total

TOTALS
Number Per cent
of total

1

2

2

4

0

0

3

6

1 to 15

0

0

6

12

0

0

6

12

16 to 30

1

2

3

6

0

0

4

8

No care
given

12

24

17

34

8

16

37

74

TABLE XII
THE NUMBER AND PER CENT OF PATIENTS BY TIME INTERVALS REQUIRED
FOR CARE IN SUPPORTING SERVICES IN GROUPS
ACCORDING TO DEGREE OF EMERGENCY
Range
in
Minutes

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

1 to 15

0

0

2

4

0

0

2

4

16 to 30

0

0

3

6

0

0

3

6

31 to 45

1

2

3

6

0

0

4

8

46 to 60

0

0

2

4

0

0

2

4

76 to 90

0

0

1

2

0

0

1

2

Not known

1

2

0

0

0

0

1

2

12

24

17

34

8

16

37

74

No care
given
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Observed reasons for unavoidable waiting time were due to 1) prior
ity of care given to Group I patients, 2) and treatment being completed
on other patients for whom it had already been begun.

The three groups

were compared as to the amount of time patients waited for treatments to
be given.

Group I patients waited on an average less time than that

waited by Group II patients.

Time patients spent waiting for treatments

to be given is shown in Table XIII.
TABLE XIII
THE NUMBER AND PER CENT OF PATIENTS IN EACH RANGE OF MINUTES
ACCORDING TO DEGREE OF EMERGENCY SPENT WAITING
FOR TREATMENTS TO BE INITIATED

Range
in
Minutes
No
waiting

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

9

18

1

2

0

0

10

20

1 to 15

1

2

1

2

0

0

2

4

16 to 30

1

2

1

2

0

0

2

4

31 to 45

0

0

1

2

0

0

1

2

No
Treatment

3

6

24

48

8

16

35

70

Time Required Giving Treatments in the Emergency Room
The time treatments were begun and completed was recorded for the
fifteen patients for whom treatments were given.
treatments ranged from 3 to 63 minutes.

The time spent in giving

The average time spent in giving

treatments was 5.4 minutes per patient.
Eleven patients in Group I were given treatments.
required from 1 to 15 minutes of treatment.

Seven patients

The eighth and ninth patients
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were given from 16 to 30 minutes, the tenth was given from 31 to 45, and
the eleventh was given 63 minutes of treatment.
were given treatments.

Four patients in Group II

Two patients were given from 1 to 15 minutes and

the third and fourth patients were given from 16 to 30 minutes of treat
ment,

No treatment was given for patients in Group III,
Comparison was made between the three groups.

The average number

of minutes giving treatment for Group I patients was 18 minutes as com
pared with 15 minutes for Group II patients and none for Group III patients.
It was observed that Group I patients required more treatment time than
Group I or III,

Treatment time would add appreciable time to the length

of stay by patients in the emergency room.

Time spent by patients during

treatments given in the emergency room is shown on Table XIV.
TABLE XIV
THE NUMBER AND PER CENT OF PATIENTS BY TIME INTERVALS REQUIRED
FOR TREATMENTS IN GROUPS ACCORDING TO DEGREE OF EMERGENCY
Range
in
Minutes

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

1 to 15

7

14

2

4

0

0

9

18

16 to 30

2

4

2

4

0

0

4

8

31 to 45

1

2

0

0

0

0

1

2

46 to 63

1

2

0

0

0

0

1

2

No
Treatment

3

6

24

48

8

16

35

70

Time Spent Waiting for Miscellaneous Activities
Miscellaneous waiting time was computed by recording the time the
patients care was completed and the time of discharge.

Included in time
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spent waiting for miscellaneous activities were: 1) waiting for charges,
2) waiting for referral information, 3) waiting for transportation home,
4) waiting for admission to the hospital, 5) waiting for directions to
another area of the hospital, 6) waiting for consent to be signed and
7) waiting for home care instructions.
miscellaneous activities.

Patients waited for one or more

Twenty-three of the fifty patients observed

waited for charges following the completion of their care.

The nurse was

responsible for figuring and collecting emergency room charges and giving
patients a written receipt.
Thirty patients spent time waiting for miscellaneous activities
which ranged from 1 to 57 minutes.

The average patient wait was 4.7 minutes.

There was no miscellaneous waiting time for eight patients in
Group I.

Five patients waited from 1 to 15 minutes, and one waited 57

minutes.

There was no miscellaneous waiting time for ten patients in

Group II.

Sixteen waited from 1 to 15 minutes and two waited from 16 to

30 minutes.
Group III.

There was no miscellaneous waiting time for two patients in
Six patients waited from 1 to 15 minutes.

Comparison was made between the three groups as to time spent wait
ing for miscellaneous activities.

Thirty or 60 per cent of the fifty

patients spent time waiting for miscellaneous activities.

Six Group I

patients waited an average of 13 minutes each compared with an average of
7 minutes each for eighteen Group II patients and an average of 6 minutes
each for six Group III patients.
The following observed reasons were the causes for three patients
to wait longer than 15 minutes for miscellaneous activities. 1) The longest
waiting period, 57 minutes, was by a Group I patient and was beyond the
control of the emergency room personnel.

This delay involved obtaining

consent for suturing a laceration of the lip on a ten year old boy who had
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been accompanied by a baby sitter. 2) A 90 year old woman with a fractured
pubis in Group II waited 23 minutes for an ambulance to transfer her to
the county hospital.

This waiting time was considered as unavoidable.

3) A patient with possible C.V.A., also in Group II, waited 25 minutes for
call service and transfer to the medical unit.
sidered by the researcher to be avoidable.

This waiting time was con

Time spent by patients waiting

for miscellaneous activities is shown in Table XV.
TABLE XV
THE NUMBER AND PER CENT OF PATIENTS IN EACH RANGE OF MINUTES
ACCORDING TO DEGREE OF EMERGENCY SPENT WAITING
FOR MISCELLANEOUS ACTIVITIES

Range
in
Minutes
No
waiting

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

8

16

10

20

2

4

20

40

1 to 15

5

10

16

32

6

12

27

54

16 to 30

0

0

2

4

0

0

2

4

31 to 45

0

0

0

0

0

0

0

0

46 to 60

1

2

0

0

0

0

1

2

Total Time During Which Patients Waited for Care
The total time during which patients waited for care in all areas
in the selected emergency room was computed.
waited for care ranged from 0 to 161 minutes.

The time during which patients
There was an average of 47

minutes of waiting time for each of the fifty patients observed.
Comparison was made of the total time patients waited for care by
the three groups.
care.

Four of the fifty patients spent no time waiting for

Twelve Group I patients spent an average of 31 minutes waiting for
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care as compared with 57.5 average minutes spent by twenty-six Group IX
patients and 58.5 average minutes spent by eight Group III patients.
Two patients in Group I were treated immediately on admission.

One

of these patients had sustained a corneal burn and was the only patient
needing priority care.

The other had sustained multiple lacerations from

an auto accident and his private physician was present and gave immediate
care.
The longest amount of time Group I patients waited for care was from
60 to 69 minutes by three patients.

One boy with a laceration of the lip

waited 57 minutes for the mothers consent to repair the injury.

A second

patient with acute anxiety waited 68 minutes because she was apparently
not given priority care.

The third patient with corneal abrasion waited

for the same reason.
Two patients in Group II were treated immediately.

One patient had

a contusion of the knee and the doctor examined the injury and advised
home treatment.

The other patient had angioneurotic edema and no other

patients were in for service at the time.
The longest amount of time by a Group II patient waiting for care
was 137 minutes. This patient was an infant admitted for care of otitis
and U.R.I.

The waiting time was caused by the priority of Group I patients

and the number of patients who were waiting for care.
The patient spending the shortest amount of waiting time, 7 minutes,
in Group III came for advice regarding an infected thumb.

The longest

amount of time spent waiting by a Group III patient was 161 minutes.

This

was a 48 year old man admitted for care of a chronic urticaria syndrome.
This waiting time was also caused by priority of Group I patient care and
the number of patients who were waiting for care.
by patients is shown in Table XVI.

Total time spent waiting
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TABLE XVI
THE NUMBER AND PER CENT OF PATIENTS IN EACH RANGE OF TIME
SPENT WAITING FOR CARE ACCORDING TO DEGREE OF EMERGENCY
Range
in
Minutes

GROUP I
GROUP II
Number Per cent Number Per cent
of total
of total

No waiting time

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

2

4

2

4

0

0

4

8

1 to 15

4

8

3

6

1

2

8

16

16 to 30

3

6

1

2

0

0

4

8

31 to 45

1

2

4

8

2

4

7

14

46 to 60

1

2

5

10

3

6

9

18

61 to 75

3

6

6

12

1

2

10

20

76 to 90

0

0

3

6

0

0

3

6

91 to 105 0

0

2

4

0

0

2

4

106 to 115 0

0

1

2

0

0

1

2

116 to 130 0

0

0

0

0

0

0

0

131 to 145 0

0

1

2

0

0

1

2

146 to 161 0

0

0

0

1

2

1

2
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Total Time During Which Patients Were Receiving Care
The total amount of time during which patients were receiving care
in the emergency room was computed by recording the time any activity was
begun and the time it was completed.

The time during which patients were

receiving care ranged from 7 to 104 minutes.

There was an average of 44.5

minutes of care for each of the fifty patients observed.
Comparison was made of the time patients were receiving care for the
three groups.

Fourteen Group I patients ranged from 10 to 74 minutes and

received an average of 33 minutes of care as compared with twenty-eight
patients in Group II who ranged from 7 to 104 minutes with an average of
38 minutes.

The eight patients in Group III ranged from 10 to 33 minutes

with an average of 22 minutes.
The shortest amount of time a patient in Group I received care was
10 minutes.

This patient was a 14 year old boy with a puncture wound of

the foot where total waiting time was 18 minutes.

The longest amount of

time Group I patients spent receiving care totaled 74 minutes.

This was

a 22 year old pregnant woman admitted for possible pylonephritis whose
total waiting time was 56 minutes.
The shortest amount of time a Group II patient received care was
7 minutes.

This patient had a nodule on the lip and was referred to a

surgeon for care. His total waiting time was 63 minutes.

The longest

amount of time Group II patients received care was 61 to 104 minutes.
The longest care was for a 58 year old woman admitted for a sprained
ankle of which time 88 minutes was spent in x-ray.
The shortest amount of time a patient in Group III received care
was 10 minutes.

This patient was an 82 year old man suffering from inter

nal hemorrhoids, who was examined and referred to a surgeon.

The longest

amount of time a Group III patient received care was 33 minutes.

This
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patient was a 70 year old woman admitted with edema of the ankles.
total waiting time was 68 minutes.

Her

Time during which patients were

receiving care is shown in Table XVII.
TABLE XVII
THE NUMBER AND PER CENT OF PATIENTS IN EACH RANGE OF
MINUTES DURING WHICH PATIENTS WERE RECEIVING CARE
ACCORDING TO DEGREE OF EMERGENCY

in
Minutes

vatuur I
Number Per cent

GROUP II
Number Per cent

GROUP III
Number Per cent
<- . . -

TOTALS
"
Number Per cent
\J JL

LUtdl

7 to 15

2

4

8

16

2

4

12

24

16 to 30

7

14

5

10

5

10

17

34

31 to 45

2

4

3

6

1

2

6

12

46 to 60

1

2

9

18

0

0

10

20

61 to 75

2

4

1

2

0

0

3

6

76 to 90

0

0

1

2

0

0

1

2

91 to 104

0

0

1

2

0

0

1

2

Total Time Patients Spent in the Emergency Room
The time lapse between admission and discharge of each individual
patient was computed and recorded as the total time spent in the emergency
room.

The total time spent by patients in the emergency room ranged from

11 to 185 minutes.

There was an average of 80 minutes of total time spent

by each of the fifty patients observed.
Comparison was made of the total time patients spent in the emer
gency room for the three groups.

Total time spent by fourteen Group I

patients ranged from 18 to 130 minutes with an average time of 64 minutes
per patient.

The average time spent waiting for care was 31 minutes and
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the average time spent receiving care was 33 minutes.

Twenty-eight

patients in Group II spent a total time ranging from 11 to 181 minutes
with an average of 95.5 minutes. Of this time an average of 57.5 minutes
was spent waiting for care and an average of 38 minutes receiving care.
Eight patients in Group III spent a total time range from 32 to 185 minutes
with an average of 80,5 minutes.

The average time spent waiting for care

was 58.5 minutes and the average time spent receiving care was 22 minutes.
This would indicate that Group I patients spent less time waiting for care
than Group II but more time than Group III in the selected emergency room.
Total time spent by patients in the emergency room is shown in Table XVIII.
IV.

SUMMARY

The purpose of this chapter was to categorize, analyze, and inter
pret the data acquired from the observation of fifty patients in a selected
emergency room to find out where the major portion of the patients time
was spent.

The facilities of the department were described as to location

in the hospital, patient care units, storage space, staffing and proxim
ity of supporting services.

The tool used in obtaining data was an obser

vation guide.
It was found that all age groups were being seen in the emergency
room.

Thirty-four per cent of the total were pediatric patients, 30 per

cent were young adults, 24 per cent were middle aged and 12 per cent were
elderly persons.

Medical cases comprised 54 per cent and were the largest

diagnostic group while surgical cases accounted for 40 per cent and other
types of problems such as psychiatric and obstetrical included 6 per cent
of the fifty patients observed.

Thirty-eight per cent were clinic patients

or on county welfare and 62 per cent of the total observed were private
cases.
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TABLE XVIII
TIME LAPSE BETWEEN ADMISSION AND DISCHARGE OF PATIENTS
ENTERING THE EMERGENCY ROOM OF A SELECTED HOSPITAL
Range
in
Minutes

GROUP I
Number Per cent
of total

GROUP II
Number Per cent
of total

GROUP III
Number Per cent
of total

TOTALS
Number Per cent
of total

1 to 15

0

0

2

4

0

0

2

4

16 to 30

3

6

2

4

0

0

5

10

31 to 45

4

8

0

0

1

2

5

10

46 to 60

1

2

4

8

2

4

7

14

61 to 75

1

2

2

4

3

6

6

12

76 to 90

2

4

3

6

0

0

5

10

91 to 105 1

2

4

8

1

2

6

12

106 to 115 1

2

3

6

0

0

4

8

116 to 130 1

2

3

6

0

0

4

8

131 to 145 0

0

2

4

0

0

2

4

146 to 160 0

0

1

2

0

0

1

2

161 to 175 0

0

1

2

0

0

1

2

176 to 185 0

0

1

2

1

2

2

4
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Patients were arbitrarily divided into three groups as to degree
of emergency.
tion.

Group X included those patients requiring immediate atten

Group II included those patients not acutely ill but needing emer

gency care.

Group III included those patients whose illness was of a

chronic nature.

Comparisons were made between the three groups as to

total time spent waiting for and receiving care.
The activities timed in this study were 1) the length of time before
initial information or vital signs were obtained for the medical record;
2) the total time from admission to appraisal by a physician; 3) the total
time during which patients waited for treatment and diagnostic procedures;
4) the time during which patients were receiving care; and 5) the total
time patients spent from admission to discharge.
Findings, as interpreted by the observer, revealed the areas where
waiting time was spent by patients during emergency care in the selected
hospital.

The amount of time spent waiting before information and vital

signs were obtained by the nurse was considered to be a questionable
delay.

Observed reasons for this waiting time were 1) the admission of

other patients who required priority care, 2) the number of patients in
the emergency room at the same time, and 3) the nurse staffing pattern.
Time patients spent waiting ranged from 0 to 54 minutes.

The average

patient wait was 9 minutes. The average time required obtaining infor
mation and vital signs was found to be 5 minutes per person and ranged
from 2 to 13 minutes.

Observation was made regarding the time patients

spent waiting for and receiving medications and findings showed no signif
icant time loss in these areas.

Average patient waiting time was 0 to 26

minutes and average time spent giving medicines was 0,78 minutes.
The longest waiting period for any one activity was the amount of
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time before appraisal was begun by a physician.

Observed reasons for

patients waiting for physician appraisal were 1) priority of care with
Group I patients taking precedence, 2) overcrowded facilities with one
nurse and one physician on duty, and 3) the physician being out of the
department.

Thirty per cent of the patients were appraised within 15

minutes of arrival.
155 minutes.

Seventy per cent of the patients waited from 15 to

Twenty-two per cent were appraised within 30 minutes, 13 per

cent within 45 minutes, 6 per cent within 60 minutes and the other 5 per
cent between 61 and 160 minutes.

The average patient wait was 33 minutes.

An unavoidable delay was caused by a patient requesting to see her own
private doctor.

The time required for initial medical examinations ranged

from 1 to 27 minutes, with an average of 9 minutes per patient.

There

seemed to be little difference in the amount of time required for medical
examinations as compared by groups.
Consultations added an appreciable amount of total time spent in
the emergency room but were not considered undue delays as physician
specialists were not always readily available.

Time spent waiting ranged

from 5 to 32 minutes with an average of 2.5 minutes per patient.

The

amount of time required during consultations ranged from 1 to 10 minutes
with an average of 1.4 minutes per patient.
Time spent by patients waiting for reappraisal was considered
questionable delay.

Time spent waiting ranged from 7 to 52 minutes.

average patient wait was 6 minutes.
this area.

The

Group I patients lost no time in

Group II patients waited an average of 23 minutes and Group III

patients 26 minutes.

This would seem to indicate that significant time

was lost in waiting for physician reappraisal and was found to be due to
1) care of priority patients, 2) number of other patients requiring care
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at the same time, 3) physician being out of the service area and 4) ina
bility to contact a private physician.

Twenty-eight patients received

reappraisal ranging from 2 to 22 minutes with an average of 3.7 minutes
per patient.
An appreciable amount of time was spent in waiting for and during
care by supporting services.

This time was not considered to be undue

delay as emergency room patients required care by these services without
previous appointment.

Most frequent reasons for the time delay were 1)

number of other patients requiring care, 2) lack of clerical help and
messenger service and 3) an unavoidable delay when the patient was unable
to void.

Thirteen patients had supporting services requested and the

average wait per patient was 0.9 minutes with a range of 2 to 21 minutes.
The time required during care by supporting services was computed as time
the patient was receiving care.

Time required to obtain reports from the

x-ray department ranged from 15 to 88 minutes with an average of 7 minutes
per patient, from the laboratory 6 to 44 minutes with an average of 9 min
utes per patient.
Treatment was ordered for fifteen of the fifty patients.
the fifteen spent time waiting ranging from 2 to 35 minutes.
wait per patient was 1.7 minutes.

Five of

The average

This seemed to be an area where there

was a considerable time loss but was not considered undue delay, as treat
ments were purposeful to patient care.

Time required during treatments

ranged from 3 to 63 minutes with an average of 5.4 minutes of care per
patient.

Observed reasons were priority care given to patients in Group I

and treatment being completed for other patients.
The time spent waiting for miscellaneous activities by thirty
patients ranged from 1 to 57 minutes and was considered as a questionable
delay.

The average patient wait was 4.7 minutes.

Forty-six per cent of
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the thirty patients spent time waiting for charges and referral appoint
ments.

This waiting could have been avoided if a clerk had been on duty

to assume this function.

Unavoidable waiting time was due in two instances

to waiting for consent for repair of a laceration, and for an ambulance
to transfer a patient to another hospital.
Total time spent in the emergency room was divided into two seg
ments 1) time spent waiting for care and 2) time during care.

Waiting

time ranged from 0 to 161 minutes with an average waiting time of 47 min
utes per patient.

It was found that time spent waiting by Group X patients

averaged 31 minutes, Group XI patients averaged 57.5 minutes, and Group III
patients averaged 58.5 minutes.

The longest waiting time in Group I was

due to waiting for consent to be given for one patient and lack of pri
ority care for two patients.

The longest waiting times in Group II were

due to priority of Group I patients and the number of other patients waiting for care at the same time.

A Group III patient had the longest wait

ing time, 161 minutes, and this was also due to priority care for Group I
patients.
The total time during which patients were receiving care ranged
from 7 to 194 minutes with an average of 44.5 minutes of care per patient.
Group I patients averaged 33 minutes of care compared with 38 minutes for
patients in Group IX and 22 minutes in Group III,

Group I patients spent

less time waiting for care than did Group II and III patients.

Less time

was spent receiving care by Group III patients and the most time was spent
by Group II patients.
The total lapse of time spent in the emergency room of the selected
hospital ranged from 11 to 185 minutes with an average of 80 minutes per
patient.

Group I patients spent time ranging from 18 to 130 minutes with

an average of 64 minutes per patient.

Group II patients spent time

ranging from 11 to 181 minutes with an average of 95.5 minutes per
patient.

Group III patients spent time ranging from 32 to 185 minutes

with an average of 80.5 minutes per patient.

CHAPTER V
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
I.

SUMMARY

The problem of this study was to find out the time lapse between
admission and discharge of patients entering the emergency room of a
selected hospital during the 7-3 and 3-11 shifts.

The purpose was to

determine areas where the major portion of time was spent by patients
and to analyze the reasons for the amount of time required to complete
patient care.
Literature was reviewed in the area of emergency services to
acquaint the observer with current concepts, functions, and other studies
done regarding the use of the emergency room.

Literature revealed that

the principle purpose of the emergency department was the rendering of
medical service when it was needed.

Emergency services meet community

needs by doubling for the physicians' office and substituting for the out
patient clinic when these services are not available.

The public has

come to expect service in the community hospital any hour of the day or
night for all types of medical problems.

The increasing use of emergency

facilities to meet community needs for all types of medical care was
pointed out.
Literature also revealed that hospitals have a responsibility for
maintenance of standards that will assure competent patient care through
qualified personnel,adequate facilities and general policies.
The descriptive survey method was used in the conduction of this
study.

An observation guide was developed and used for gathering data.
84

85
To evaluate the adequacy of the guide sheet a pilot study was conducted.
The scope of the study was limited to the observation of fifty patients.
Information was obtained from the emergency records to determine
age, diagnosis according to specialty area, degree of emergency, and
whether patients were private or clinic cases.

It was found that ail age

groups were being seen and that a variety of diagnoses were cared for with
more medical than surgical cases0

It was also found that there were more

private than clinic patients utilizing the facility.
The patients were arbitrarily divided as to degree of emergency into
three groups.
emergency care.

Group I included fourteen acute patients requiring immediate
Group II included twenty-eight patients classified as

moderately acute problems and Group III included eight patients whose
illness was of a chronic nature.
Activities were clocked, from the time of admission of each patient
to discharge, in the following areas: 1) the length of time before initial
information or vital signs were obtained for the medical record by the
nurse, 2) the amount of time from admission to appraisal and reappraisal
by a physician, 3) the total time during which patients waited for treat
ment and diagnostic procedures, 4) the time during which patients were
receiving care, and 5) the total time patients spent from admission to
discharge.
It was found that patients were spending time waiting in all areas
clocked.
cian.

The major area of delay was in waiting for appraisal by a physi

Areas in which it seemed evident to the researcher that there were

avoidable delays included: 1) waiting for information and vital signs to
be obtained by the nurse, 2) reappraisal by a physician, and 3) miscel
laneous waiting time.

Areas in which there seemed to be no undue delays
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were: 1) waiting for consultations, 2) waiting for treatment in the emer
gency room, and 2) waiting for care by supporting services.
Group I patients averaged 31 minutes of waiting time per patient as
compared with 57.5 minutes for Group IX and 58.5 minutes for Group III.
Group I patients received an average of 33 minutes of care, Group II 38
minutes and Group III 22 minutes.

The average total time spent in the

emergency room was 80 minutes per patient.

Group I patients spent an

average of 64 minutes, Group II an average of 95.5 minutes and Group III
an average of 80.5 minutes.

Group I patients spent less time waiting for

care than did Group II and Group III patients.

Less time was spent receiv

ing care by Group III patients and the most time was spent by Group II
patients.
Observed reasons for the amount of time required in completion of
patient care were found to be 1) the staffing pattern with one nurse and
one physician on duty, 2) the time required to obtain reports from support
ing services and these departments not in close proximity to the emergency
room, 3) overcrowded facilities, 4) inadequate working space and equipment,
5) the physician being out of the department, 6) obtaining consent for
treatment of minors, 7) waiting for messenger service, 8) other priority
patients and the number of patients seeking care at the same time, 9)
specialists not always readily available for consultations, 10) time
required to locate private physicians and 11) other miscellaneous factors.
The findings of this study upheld the hypothesis that there was
unnecessary delay in the rendering of patient care in the selected emer
gency room.
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II.

CONCLUSIONS

The findings of this study lend to these conclusions:
1.

The area involving the major amount of waiting time was that

spent by patients waiting for appraisal and reappraisal by the physician.
It is therefore concluded that more study might well be given to emergency
staffing.
2.

In some areas the waiting time appeared to be minimal which

could lead to the conclusion that the overall waiting time was within
reasonable limits.
3.

Unnecessary time delays in the nursing area involved non-

nursing duties such as obtaining clerical information, making appointments,
and receiving payment for services rendered.

Thus it was concluded that

an additional non-professional staff member might help eliminate unneces
sary delay in this area.
4.

The selected emergency room was utilized by the community as

one facility in meeting its emergency needs.
5.

The emergency room personnel were able to evaluate patients

needs sufficiently to give priority to those needing immediate care.
6.

From the findings of this study it was concluded that the

selected emergency service would compare favorably with the findings of
the American College of Surgeons.
III.

RECOMMENDATIONS

In reviewing literature it was noted that the element of time and
the meeting of community medical needs was of concern to the public when
emergency care was needed.

As a result of the study the following recom

mendations are suggested for the selected emergency room.

1.

That study be given toward implementing staffing needs in the

emergency service,
2.

That clerical or volunteer help be assigned to absorb non-

nursing functions in the emergency department#
3#

That study be given to the physical facilities needed to meet

future community needs.
Recommendations for further study.
1.

That this study be validated by another study using a larger

sampling which would include the 11-7 shift.
2.

That comparative studies be made of waiting time in other

emergency services and physicians offices.
3.

That study be given to setting up standards by which segments

of waiting time to that of the total time spent in the emergency room
could be measured.
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APPENDIX A

Redlands, California
March 30, 1964

Mrs. Faye Brown
Loma Linda University Hospital
Loma Linda, California
Dear Mrs. Brown,
Over recent years hospital emergency services have become increas
ingly more important as a community service.
As you well know, I have a deep personal interest in the operation
of the Loma Linda Emergency Service. In selecting a topic for a thesis,
as a part of the requirements toward a Master's degree in Medical-Surgical
Supervision, it was natural for me to turn to something that might be of
help in the improvement of emergency care in the University Hospital.
To find out if patients in the selected hospital are receiving
prompt treatment and to identify the areas where time is being spent
during emergency care, from admission to discharge, I would like permis
sion to use hospital records as needed during the conduction of a time
study.
Due to the nature of this study it seems desirable to refrain from
explaining its purpose to the emergency room personnel. The staff would
be told that a survey of the emergency department and supporting services
is being done.
In a private interview, Mrs. Helen Austin has approved the study
and I am working closely with Charlene Riffel.
Your consideration of this request will be greatly appreciated.
Sincerely yours,

Pauline Neal
Approved by:
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APPENDIX C

RANGE AND AVERAGES OF TOTAL WAITING TIME FOR VARIOUS
ACTIVITIES IN THE SELECTED EMERGENCY ROOM

Activity

Number of
Patients

Range in
Minutes

Waiting for
Care

46

0 to 161

Before Information
Obtained by Nurse

50

0 to

Administration of
Medicines
Before Appraisal
by a Physician
Consultation
Reappraisal

47

54
0.26

13
50

Average Patient Wait
in Minutes for
Total Group

0 to 155

33

8

5 to

32

2.5

13

7 to

52

6

X-ray

6

2 to 19

0.9

Laboratory

3

5 to

0.9

Tracing

0

0

Treatment

5

2 to

35

1.7

30

1 to

57

4.7

Miscellaneous

21

0
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APPENDIX D

RANGE AND AVERAGE OF TOTAL TIME SPENT DURING VARIOUS
ACTIVITIES IN THE SELECTED EMERGENCY ROOM

Activity

Number of
Patients

Range in
Minutes

Average Minutes of
Care for Total
Group

Receiving Care

50

7 to 104

44.5

Obtaining Record
Information and
Vital Signs

50

2 to 13

5

Receiving
Medications

11

1 to

7

0.78

Initial Medical
Examination

50

1 to

27

9

Consultation

15

1 to

10

1.4

Reappraisal

28

2 to

22

3.7

X-ray

8

15 to 88

7

Laboratory

4

6 to 44

9

Tracing

0
0

0

Treatment

15

3 to 63

5.4

Total Time

50

11 to 185
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ABSTRACT
The problem of this study was to find out the time lapse between
admission and discharge of patients entering the selected emergency room
and to determine the portion of the total time spent in prescribed,
selected areas.

The purpose was to determine areas where the major portion

of time was spent by patients and to analyze the reasons for the amount
of time required to complete patient care.

It was hypothesized that there

was unnecessary delay in the rendering of patient care in the selected
emergency room. Literature was reviewed to provide background informa
tion for the study.

The descriptive survey method was chosen.

An obser

vation guide sheet was developed and employed for collecting the data.
A pilot study was conducted.
and 3-11 shifts.

Fifty patients were observed on the 7-3

General information obtained included age, diagnosis

and classification of patients.

Results in these areas showed the

selected emergency service to be serving a wide range of age groups,
types and classes of patients.

The patients were arbitrarily divided

into three groups according to degree of emergency to identify and
establish reasons for the amount of time required to complete patient
care.

Patient activities were timed in the emergency room from admission

to discharge and included 1) the time patients spent waiting for informa
tion to be obtained by the nurse, 2) the amount of time before being seen
by the physician, 3) the time during which patients waited for care, 4)
the time during which patients were receiving care, and 5) the total time
patients spent in the emergency room.
was the area of major delay.

Waiting for appraisal by a physician

Areas of apparent avoidable delay were wait

ing for information and vital signs to be obtained by the nurse, reap
praisal by the physician and waiting for miscellaneous activities.
ii

Areas
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Areas of no undue delay were waiting for consultations and for treatments
Siven in the emergency room*

Twenty-four per cent of the fifty patients

waited over 15 minutes for information to be obtained by the nurse*
Thirty per cent of the fifty patients observed were seen by a physician
within 15 minutes of admission*

Group X, the acutely ill patients, waited

an average of 31 minutes and received an average of 33 minutes of care.
Group II, the moderately ill patients, waited an average of 57.5 minutes
and received an average of 38 minutes of care.

Group III, the non-

emergent patients, waited an average of 58*5 minutes and received an
average of 22 minutes of care.

Observed reasons contributory to the

amount of time required to complete patient care included 1) the staff
ing pattern, 2) the time required to obtain reports from supporting
services, 3) overcrowded facilities, 4) inadequate working space and
equipment, 5) the physician being out of the department, 6) obtaining
consent, 7) waiting for messenger service, 8) other priority patients and
the number seeking care, 9) specialists not readily available, 10) locat
ing private physicians, and 11) other miscellaneous factors.

The findings

of this study upheld the hypothesis that there was unnecessary delay in
the rendering of patient care in the selected emergency room.

iii

